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Each tablet Calcreose 4 grains 
contains 2 grains of pure creo- 
sote combined with hydrated 
calcium oxide. 


Each fluid ounce Compound 
Syrup of Calcredse represents 
Alcohol -- 24 mins., Chloro- 
form approximately 3 mins., 
Calcreose Solution 160 mins. 


creosote ), Wild Cherry Bark 
20 grains, ‘Peppermint, 
Aromatics and Syrup q. s. 


(Equivalent to 10 mins. of. 


OG RING COLDS are apt to hang on 
When they are accompanied by stub- 
born coughs or bronchial affections, a 


good expectorant like Calcreose is just 
the remedy you need. 


Two dosage forms of Calcreose are avail- 
able. Calcreose Tablets, 4 grains, are 
preferable for the more serious coughs 
and in bronchitis and tuberculosis. — 


Compound Syrup of Calcreose will an- 
swer your requirements when a pleasant 
tasting, effective cough syrup is indicated. 
Liberal samples to physicians. The 
MALTBIE Chemical Co., Newark, N. J. 
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BLOOD SUGAR OUTFIT 


For the rapid estimation of blood sugar, using only a few drops of 
finger blood, according to the micro-method of Folin. No colorimeter 


required, the results being read directly from the standard color tube. 
Limit of error will not exceed 10 mg. per 100 cc. of blood, and test can 
be made in 15 to 20 minutes. The outfit is a self-contained unit and 


includes full instructions for use. 
Price $20.00 f.o.b. Baltimore 


When remittance accompanies order, transportation charges will be prepaid in U. S. A. 


This set is one of a series of blood chemistry outfits designed for the practitioner’s 
own use. Physicians are invited to write for our new catalog describing the complete 


series of LaMotte Blood Chemistry Outfits. 


LaMotte Chemical Products Company 
Div. of Blood Chemistry Apparatus 


432 Light Street Baltimore, Md., U. S. A. 


PIN THIS TO YOUR LETTERHEAD AND MAIL 


LaMotte Chemical Products Co., 432 Light St.,’ Baltimore, Md., U. S. A. 
Please send me your new catalog of LaMotte Blood Chemistry Outfits. 
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| WICHITA CLINICAL LABORATORY, Wichita, Kansas 


All Kinds of Clinical Analyses 
Wassermann, Blood Chemistry, Autogenous Vaccines 
Information, containers and prices on request. 
WICHITA CLINICAL LABORATORY 
Phone Market 3664 J. D. Kabler, A. B. Director. Schweiter Bldg., Wichita, Kan. 


THE TROWBRIDGE TRAINING SCHOOL 


A Home School for Nervous and Backward Children. The Best in the West. 
STATE LICENSED 


E. HAYDN TROWBRIDGE, M. D., Chambers Bg., 12th & Walnut, Kan. City, Mo. 


DR. W. T. McDOUGAL 


Laboratory for Clinical Diagnosis, Blood Work, Wassermann’s, Bacteriological Work, Tissue Examinations. 
PASTEUR TREATMENT, 21 doses each with sterile syringe, and ready for administration at the physician’s office. 
PHONE OR TELEGRAPH ORDERS TO 


Both Phones DR. W. T. McDOUGALL, Kansas City, Kansas 


CHRIST’S 


TOPEKA, KANSAS 


122 Bed General Hospital, Training School for Nurses, Affiliated with Washburn College. Matern- 
ity Department an entire floor—every modern appointment. 


MATERNITY—MEDICAL—SURGICAL 
PHYSIOTHERAPY—HYDROTHERAPY 


MABEL S. CAMPBELL, NORMAN J. RIMES, 
Superintendent of Nurses. Superintendent. 


Founded 1896 by Dr. Hubert Work 
New Buildings 


New Equipment 


Neuro-Psychiatric Clinic 
-|NERVOUS AND MENTAL 
DISEASES 
Drug Addictions 


H. A. La Moure, M.D. 


Superintendent 
WOODCROFT HOSPITAL, PUEBLO, COLO. 
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MORTON E. BROWNELL, M. D. 

Practice limited to Ophthalmology 

1019 1st National Bank Bldg. 
Wichita, Kansas 


LESLIE LEVERICH, M.D., F.A.C.S. 


Practice limited exclusively to Obstetrics 
Normal and Operative 


430 Brotherhood Bldg., Kansas City, Kansas 


DOCTORS WILLIAMS AND BOGGS 
Eye, Ear, Nose and Throat 


Mills Building TOPEKA, KANSAS 


DR. ARTHUR D. GRAY 
Mills Building, Topeka, Kans-- 


GENITO-URINARY DISEASES 
AND UROLOGY 


HUGH WILKINSON, M. D. 


Practice Limited Exclusively to 
Surgery and Consultation 


430 Brotherhood Bldg., Kansas City, Kansas 


M. S. GREGORY, M. Sc., M. D. 
NEUROPSYCHIATRY 
(Stammering Treated) 


1204 Medical Arts Bldg. Oklahoma City 


E. S. EDGERTON, M. D. 


Surgeon 


WICHITA, 
KANSAS 


Suite 910 
Schweiter Bldg. 


W. F. BOWEN, M. D. 
MILTON B. MILLER, M. D. 


SURGEONS 
212 Central National Bank Bldg. 


Telephone 6120 Topeka, Kansas 


OPIE W. SWOPE, M. D. 
RADIOLOGIST 
Superficial and Deep X-Ray Therapy 
Radium Therapy X-Ray Diagnosis 
713 First National Bank Bldg. 


WICHITA, KANSAS 


Phones. Office, Victor 2883 Residence, Wabash 0705 
Office, Victor 1642 Residence, Jackson 2353 
J. L. McDERMOTT, M. D. 
C. E. VIRDEN, M. D. 


X-RAY AND RADIUM 
Office Address—1130 Rialto Bldg.—626 Argyle Bldg. 
KANSAS CITY, MISSOURI 


DR. S. T. MILLARD 
Practice Limited to 
DERMATOLOGY 

Nat’l Reserve Life Bldg. 


Topeka, Kansas 


J. A. H. WEBB, M. D. 
X-RAY 


310 Schweiter Bldg. Wichita, Kansa. 


THE JANE C. STORMONT HOSPITAL 
TOPEKA, KANSAS 


Training School for Nurses 
General Hospital—75 Beds 


Medical, Surgical and Obstetrical Cases Received. 


WALTER H. WEIDLING, M. D. 
OBSTETRICS and 
GYNECOLOGY 
Topeka, Kansas 


700 Kansas Avenue 
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DR. LA VERNE B. SPAKE 
EYE, EAR, NOSE and THROAT 


322 Brotherhood Bldg., Kansas City, Kansas 


DR. S. GROVER BURNETT 
315 East Tenth Street KANSAS CITY, MO. 


Private Sanitarium Care for 


MENTAL AND NERVOUSE DISEASES, MORPHIN- 
ISM AND ALCOHOLISM 


Phones: Hyde Park 4800; Harrison 8990 
PATIENTS MET AT TRAINS ON NOTICE 


G. W. JONES, A. M., M. D. 
Diseases of the Stomach. Surgery and Gynecology 


RADIUM USED AND FOR RENT 
LAWRENCE HOSPITAL AND TRAINING SCHOOL 


Phone 35 or 1745 Lawrence, Kansas 


CHARLES M. BROWN, M. D. 
Practice limited to diseases of the 
EYE, EAR, NOSE and THROAT 

430 Brotherhood Bldg., Kansas City, Kansas 


ALFRED O’DONNELL, M. D. 
Surgeon. 


ELLSWORTH, KANSAS 


J. G. MISSILDINE, M.D. 


Urologist Dermatologist 


511 Beacon Building 
Wichita, Kansas 


RAYMOND G. HOUSE, M. D. 
Practice limited to 
DERMATOLOGY 

405 Schweiter Bldg., Wichita, Kansas 


J. F. HASSIG, M. D. 
SURGEON 


804 Elks Bldg. Kansas Cty, Kansas 


C. S. NEWMAN, M. D. 
SURGEON 


615 N. Broadway Pittsburg, Kansas 


E. A. REEVES, M. D. 
OBSTETRICS and GYNECOLOGY 
Hospital Facilities 
322 Brotherhood Bldg., Kansas City, Kansas 


W. J. EILERTS, M.D. 
SURGEON 
Schweiter Bldg. 


Wichita, Kansas 


Suite 809 


GEO. E. COWLES, M. D. 
OBSTETRICS and GYNECOLOGY 
Wichita, Kansas 


Residence Telephone 
Market 7996 


902 Brown Bldg. 
Office Telephone 
Market 1720 


OFFICIAL NURSES’ REGISTRY 


Registered Nurses’ Directory of District No. 1, 
Kansas State Nurses Association 


Felicitas Dyer, R.N., Registrar 
Telephone 2-2259 Topeka, Kansas 


OKLAHOMA SKIN AND CANCER CLINIC 
Formerly Drs. Lain and Roland 


Medical Arts Building 


OKLAHOMA CITY, OKLAHOMA 


Everett S. Lain, M. D. 
Wm. E. Eastland, M. D. 


Marion M. Roland, M. D. 
Chas. E. Davis, M. D. 


Darrell G. Duncan, M. D. 
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PSYCHIATRY 
at the Menninger Sanitarium 


Modern Treatment of Mental Disease 
NERVOUS CHILDREN 
at the Southard School 


Home School for Feeble Minded Children 
Karl A. Menninger, M.D. 


. F. Menninger, M.D. 


NEUROLOGY 
at Christ’s Hospital 


Diagnostic and Therapeutic Measures 
DIAGNOSIS 
at the Menninger Clinic 


Nervous, Mental, and Endocrine Cases 


William C. Menninger, M.D 


TOPEKA, KANSAS 


KANSAS CITY ANNUAL 


FALL CLINICAL CONFERENCE 


of the 


KANSAS CITY SOUTHWEST CLINICAL SOCIETY 
October 7, 8, 9, 10, 11, 1929, KANSAS CITY, MISSOURI 
Headquarters and Meetings at President Hotel 


OPERATIVE AND DIAGNOSTIC CLINICS daily from 8:36 to 11:30 at Allied Hospitals. 
A COMPLETE POST-GRADUATE COURSE at the President Hotel. Twenty classes each morning. 
CLINICS AND CLINICAL LECTURES each afternoon by the following distinguished guests: 


Dr. Chevalier Jackson, Philadelphia, demonstrating 
the uses of the bronchoscope and the removal of for- 
eign bodies from the bronchi of the lungs. He will also 
give an address on “Pulmonary Congestions.” 


Dr. George W. Crile, Cleveland, will give an address 
on “The Surgical Abdomen,” and will hold a surgical 
diagnostic clinic. 


Dr. Thomas McCrae, Philadelphia, giving a clinic on 
“Unusual and Usual Medical Cases.” He will give an 
address on “Differential Diagnosis of Certain Chest 
Lesions.” 

Dr. Bela Schick, Austria and New York City, will 


demonstrate his famous “Schick Test,” give a clinic 
and an address on ‘Feeding Problems in Children.” 


Dr. William Allen Pusey, Chicago, will hold a clinic 
on “The Diagnosis and Treatment of Certain Skin 
Diseases.” The subject of his address will be “The 
Use of Helio-therapy in the Treatment of Certain 
Skin Lesions.” 

Dr. Robert Osgood, Boston, will give an address on 
“Newer Methods in Treatment of Arthritis,” and a 
clinic on ‘Polyarthritis.” 

Dr. J. C. Litzenberg, University of Minnesota, will 
give an account of his latest research on “Tubal Preg- 
nancy,” and will hold a clinic on “The Differential 
Diagnosis of Tubal Pregnancy.” 

Dr, Vilray P! Blair, St. Louis, will give a clinic and 
demonstration of “‘Plastic Work on the Face,” and an 
address on “Newer Methods of Skin Grafting.” 


Additional distinguished guests will be announced later 


ENTERTAINMENT: 


Public Meeting, Monday Evening. Golf Tournament, Friday Afternoon. 
Get-Together Smoker, Tuesday Evening. Golf Dinner, Friday Evening. 


Alumnae Dinners, Wednesday Evening. 
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The Value of 
Colloidal Silver 


From the ancient days of the Arabian physicians, Geba 
and Avicenna, has come the use of silver as a therapeutic 
agent. Its modern exhibition is in the form of NEO- 
SILVOL, a compound of silver iodide with a soluble 
gelatin base, which is therapeutically effective without 
causing irritation, and which leaves no dark tell-tale 
stains. 
Neo-Silvol Contains 20% Silver Iodide 
in Colloidal Form 


Note these facts: Neo-Silvol is fatal to the gonococcus, 
streptococci, staphylococci, pneumococci, and Micro- 
coccus catarrhalis. Against streptococci and staphylococci 
it is as actively germicidal as pure phenol—and applicable 
in much more concentrated solution. Against the gono- 
coccus it is 20 times as active as pure phenol. Yet Neo-Silvol 
does not precipitate tissue chlorides, nor does it coag- 
ulate cellular albumin; weak acids or alkalis or dilute 
alcohol do hot precipitate it. 


Neo-Silvol should be at hand for use in treating infec- 
tious inflammation of any mucous membrane—in eye, 
ear, nose, throat, urethra, or bladder. 


+ 
> 


HOW SUPPLIED 


In 1-0z. and 4-oz. bottles of the granules—In 6-grain capsules, bottles of 
50, comme t for makin, ng solutions— As a 5 % ointment in 1-drachm tubes. 
—In the form of Vaginal Suppositories, 5%, boxes of 12. 


Shall we send you a sample of the capsules? 


PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 
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The Defense 
Fund 


OF THE 


KANSAS 
MEDICAL SOCIETY 


For the Defense of a Member 
Against Suits for Alleged 
Malpractice 


The regular annual dues cover 
all expense to members. 


Furnishes expert legal advice and 
defense. 


Pays all expenses for defense suit. 


No attorney should be employed 
by a member of the society who in- 
tends to ask the assistance of the 
Defense Board in defending his case 
until he has reported to the chair- 
man or other member of the Board 
and received advice from him. An 
attorney is regularly employed by 
the Board to take charge of all of 
its legal business and his immediate 
attention will be given to each case 
reported. Judgment cannot be 
taken in cases of this kind until 
thirty days after filing the suit. 
This gives abundant time for thoro 
examination and consultation be- 
fore filing answer to the complaint. 


Secretaries of County Societies 
should have a supply of blank ap- 
plications for defense on hand. 
Defense Board: 


Chairman, Dr. O. P. Davis, 

917 N. Kan. Ave. Topeka, Kan 
Dr. W. F. Fee, Meade, Kan. 
Dr. C. S. Kenney, Norton, Kan. 


SAVE MONEY ON 


Your X-R AY Supplies 


WE SAVE YOU FROM 10% TO 25% ON 
Get Our Price List and Discounts 


BRADY’S POTTER 
BUCKY DIAPHRAGM 


insures finest radiographs on heavy parts, such as 

kidney, spine, gall-bladder or heads. 

Curved Top Style—up to 17x17 size 

Flat Top Style—11x14 size 

Flat Top Style—14x17 size 
X-RAY FILM—Buck Silver Brand or Eastman Super- 
speed Duplitized Film. Heavy discounts on carton 
quantities. Buck, Eastman and Justrite Dental Films. 
BARIUM SULPHATE—for stomach work, purest 
grade. Also BARI-SUSP MEAL. Low Prices. 
DEVELOPING TANKS—4, 5 & 6 compartment 

soapstone, EBONITE 2%, 5 & 10 gallon sizes. 

Enamel Steel and Hard Rubber Tanks. 
COOLIDGE X-RAY TUBES—7 styles. Gas Tubes. 
INTENSIFYING SCREENS & CASSETTES for re- 
ducing exposures. Special low prices. 
JONES BASAL METABOLISM UNITS. Most accur- 
ate, reliable, portable—$235.00. 


.2 GEO. W. BRADY & CO. 
put your name 785 So. Western Ave., 


on our mailing 
list. Chicago, Illinois 


THe 


Dra Benu F Baiey. 
SANATORIUM 


Thal 


This institution is the only one in the 
Central West with separate buildings situ- 
ated in their own ample grounds, yet en- 
tirely distinct and rendering it possible to 
classify cases. The Main Building being fit- 
ted for and devoted to the treatment of 
non-contagious and non-mental diseases, no 
others being admitted. The other, Rest 
Cottage, being designed for and devoted to 
the exclusive treatment of select mental 
and nervous cases requiring for a time 
watchful care and special nursing. 


Send For Illustrated Pamphlet 
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Lubricant 


Laxative 
Antacid 


Uniform, permanent, unflavored emul- 
sion of Liquid Petrolatum (U.S.P.), 
and Milk of Magnesia (U.S.P.), pala- 
table, non-irritating, does not disturb 
digestion. 


Magnesia-Mineral @il 


Accepted for N. N. R. of the 
American Medical Association 


formerly Haley’s M-O Magnesia Oil 


Intestinal lubricant, fecal softener, 
antacid, emollient, laxative. 
Clinical experience 
gathered from 
_ thousands of phy- 
sicians by ques- 
tionnaires suggests 
its use in Oral or 
Gastro-intestinal 
Hyperacidity, Fer- 
mentation, Gastric 
or Duodenal Ulcer, 
Intestinal Stasis, 
Autotoxemia, Ob- 
stipation Colitis, 
Hemorrhoids, Pre 
or Post Operation, 
Pregnancy, Ma- 
FORMULA: ternity, Infancy, 
Magma Mag. (U. S. P.) 3 iii, ge. Ss an ant- 
Petrolat. Liq. (U.S. P.) 3 i, acid mouth wash. 


Generous sample and literature on request 


The 
HALEY M-O COMPANY, Ic. 
Geneva, New York 


“A word fitly spoken—how good!” 


Recently this word came from a distinguished 
M.D.—“The Storm has been tried and proven.” 


“STORM” 


The New 


‘ Type N” 
Storm 
Supporter 


meets demands of 
present styles in 
dress. 


Long special laced 
back. 


Extension of soft 
material low on 
hips. 

Hose supporters at- 
tached. 


Takes Place of Corsets 


Adaptable to Pregnancy, Ptosis, Hernia, 
Obesity, Sacro-Iliac Relaxation, High and 
Low Operations, etc. 


Ask for Literature 


Each belt made to order in 24 hours 
Originator, Owner and Maker 


KATHERINE L. STORM, M.D. 
1701 Diamond Street Philadelphia 


CONSISTENT 
ADVERTISING 
PROGRAM 


in the Interest of Oculists 


Several years ago we adopted a 
policy of catering exclusively to Ocul- 
ists with a strictly wholesale manu- 
facturing prescription service, and 
with the sanction and assistance of 
prominent professional men, we be- 
gana systematic educational advertis- 
ing campaign in the interest of the 
 Oculist. 

This campaign is constantly calling 
the attention of the public to the val- 
uable services of the eye physician. 
This or a similar statement is made 
in each advertisement “Be sure of 
yerun vision. Have an Oculist M. 

(Eye Physician) examine your 
i at least once every year.” 

It is our desire to co-operate to the 
fullest extent with legitimate oculists 
—that is why we continue to adver- 
ine month after month in their be- 
alf. 


©. H. GERRY OPTICAL 
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Put A Skin Clinic In Your Office 


Say what you will about skin diseases, it takes 
either the patient before you or an illustration ac- 
curately presenting the lesion before you can make 
a diagnosis. 

Even then it is the guiding hand of the teacher 
that helps you to avoid the errors that are bound to 
arise in making a diagnosis. 

Possibly in no other textbook on skin diseases has 
so much care and attention been given to a plan of 
differential diagnosis, backed up by accurate illus- 
trations that actually help in making a diagnosis, as 
in the 


7th Revised Edition 
Sutton—Diseases of the Skin 


Twelve Hundred and Thirty-Seven accurate pictures made 
from photographs in black and white and in colors, help you to 
make your diagnosis. With this book on your desk to guide 
you, you need have no fears about the skin cases that come up 


in your practice. 


READ THIS ENDORSEMENT 
British Journal of Dermatology: 


“Dr. Sutton’s book is so well known and appre- 
ciated that nothing is wanting to recommend this 
new edition to those familiar with the earlier works. 
The illustrations are so numerous as to entitle the 
work to be classified as an atlas of skin diseases; in 
fact, there are few atlases which contain so com- 
plete a pictorial record of the whole field of derma- 
tology. The author and publishers are to be con- 
gratulated not only on having secured such a large 
collection but on the excellence of their reproduc- 


SUTTON’S 


Table of Contents 


Anatomy, Physiology, General Etiology and 
Pathology, General Symptomatology, General 
Diagnosis, Internal and External Treatment, 
Classification. 

Class I.—Hyperemias. 

Class II.—Inflammations. 

Class III.—Hemorrhages. 

Class 1V.—Hypertrophies. 

Class V.—Atrophies. 

Class VI.—Anomalies of Pigmentation. 

Class VII.—Neuroses. 

Class VIII.—New Growths. 

Class IX.—Diseases of the Appendages— 
Hair and Hair Follicles, Sebaceous Glands, 
Coil Glands, Nails. 

Class X.—Parasitic Affections—Animal 
Parasites, Diseases Due to Fungi. 

Class XI.—Diseases of the Mucous Mem- 
branes Adjoining the Skin. 

Complete Index. 


DISEASES OF THE SKIN 


By Richard L. Sutton, M.D., Sc.D., LL.D., F.R.S. (Edin.), 
Professor of Diseases of the Skin, University of Kansas 
School of Medicine; Assistant Surgeon, U.S.N., retired; Der- 
matologist to Santa Fe Hospital Association, Bell Memorial 
Hospital, Swafford Home for Children, Nettleton and Armour 
Homes for the Aged, and Visiting Dermatologist to the Kan- 
sas City General Hospital, Kansas City, Mo. 


New 7th Revised and Enlarged Edition. 1394 pages, 


with 1237 illustrations in the text and 11 color 
plates. Price, cloth, $12.00. 


Cut Here and Mail Today “~~ 


THE C. V. MOSBY COMPANY, (Kansas) 
3523-25 Pine Boulevard, St. Louis. 
Send me a copy of the new 7th edition of 


SUTTON on DISEASES OF THE SKIN. Price, 
cloth, $12.00. [ I'll pay $4.00 per month until 


‘full amount has been paid. [J I’ll send check in 


thirty days. 
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DOSAGE # 


Orally: 8 to 32 min- 
ims 3 times daily until 
compensation is re- 
established. Reduce 
dosage gradually. 

By injection: in criti- 
cal cases, inject 2to 4cc. 
preferablyintothevein, 
following with 2 cc. 
deep into the muscle 
every 2 houts. 

Digalen is put up in mals, 
ampuls, oral tablets and 
hypodermic tablets. . . . 


A trial for your ba; 

will be sent on sepia 

GbeHoffinann-La Roche Chemical We 
“ “Makers of Medicines of Rare Quality 
19 CLIFF STREET 
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RESEARCH HOSPITAL 


The Diagnostic Department of Research Hospital 


The Diagnostic Department of Research Hospital was established in November, 1924. Patients 
are received for diagnosis from reputable physicians. On completion of examinations, reports, 
which include the patient’s history, physical examination, laboratory and X-ray reports, the find- 
ings of various specialists and the final diagnosis with recommendations for treatment, are sent 
to the patient’s physician—in no instance will reports be given to patients. The fee includes all 
necessary tests and examinations. The following departments are represented: 


Medicine, Surgery, Orthopedics, Neurology, Oto-Rhino-Laryngology, Ophthalmology, Urology, Dermatology, Gyn- 
ecology, Obstetrics, Radiology, Pathology, and Diadiscattitevesier 


For further information address: 


THE DIAGNOSTIC DEPARTMENT OF RESEARCH HOSPITAL 
23rd and Holmes Sts., Kansas City, Mo. 


JAMES Y. SIMPSON, M.D., HERMON S. MAJOR, M.D., 
Neurologist and Addictologist Neuro-Psychiatrist 


SIMPSON-MAJOR SANITARIUM 
3100 Euclid Avenue, Kansas City, Mo. 


Selected a Water 
Mental 3 | Light 
Cases. a Exercise 
Alcohol Massage 
Drug and Rest 
Addictions Medicine 


Beautifully situated in a pleasant residence section of the city. Fully equipped and 
well heated. All pleasant outside rooms. Large lawn and open and closed porches for 
exercises. Experienced and humane attendants. Liberal, nourishing diet. Resident 
physician in attendance day and night. 
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The G. Wilse Robinson Sanitarium and 


Neuro-Psychopathic Hospital 


For Nervous and Mental Disorders 
and Allied Conditions 
Alcoholism and Drug Addiction 


Pleasantly located, on a beautiful tract of 25 acres. Buildings are com- 
modious and attractive. Rooms with private bath are available. 


Approved diagnostic and therapeutic methods used. 


Occupational therapy, recreation and entertainment. 
G. WILSE ROBINSON, M.D., Medical Director 
G. Wilse Robinson, Jr., M.D., Associate Medical Director 


Office: Suite 814-817 Medical Arts Bldg., 34th and Broadway 
Sanitarium: 8100 Independence Road, Kansas City, Missouri 
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MEAD’S DEXTRI-MALTOSE in 
Any System of Infant Feeding— 


Suggested Formulae 


for 24 Hour Feedings 


a 


Fresh Cow’s Milk 


Lactic Acid Milk 


Mead’s 
Mead’s Powdered Lactic Acid Milk. . 


Protein Milk 


Mead’s Powdered Protein Milk ..... 
Mead’s 


Tre greater known assimilation limits 
of Mead’s Dextri-Maltose make this form 
of carbohydrate most acceptable to re- 
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The Repair of Hare Lip and the Accom- 
panying Nasal Deformity 


Karu C. M.D. 


Department of Surgery, University of Kansas, 
Kansas City, Kansas 

A good repair of a cleft lip and the 
accompanying nasal deformity is a work 
of art and of the two, the correction of 
the nasal deformity is the more impor- 
tant in relation to ultimate end result 
and often the most difficult to accom- 


therefore, to make a lip that projects and 
is not stretched tightly over the alveolar 
arch. A long lip does not give a good 
appearance. A short loose lip with the 
vermillion border rolled slightly upward 
into a cupid’s bow is aesthetically the 
most pleasing. 


A cleft lip, partial or complete, on one 
side or on both sides, always presents a 
characteristic deformity of the nose—a 
deformity that, in the past, has not been 


CASE I 
Shows baby before operation. 


plish. Certainly the operation does not 
attain the dignity of an art until the nos- 
trils are similar and properly balanced 
— the lip may be a perfect cupid’s 
ow. 

A good lip on cross section from the 
base to the nose should be triangular in 
shape with the base of the triangle down- 
ward and the lip should be moderately 
short in length. On a profile view the 
upper lip normally projects somewhat 
beyond the lower lip. One should strive, 


CASE 1 (after operation) 
Same baby 2 weeks after operation. Note that the left nos- 
tril has been elevated and is symmetrical with the right. 
corrected as a general rule. The usual 
photographs presented with articles on 
the subject, I think, will bear out this 
statement. In a single cleft of the lip 
the nose points somewhat tangentially to 
the side opposite the cleft and in individ- 
uals not properly repaired during in- 
fancy, the nasal bones eventually deviate 
quite noticeably. The ala on the side of 
the cleft is pulled outward from the pre- 
maxillary process onto the maxillary 
process. The apex of the nostril on the 
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side of the cleft thus becomes lower at 
the tip joint of the nose than on the op- 
posite side. The tip of the nose on 
the side of the cleft is flattened and the 
lateral side of the nostril is lengthened. 
The ala of the nose on the side of the 
cleft is often a little shorter in the cross- 
wise direction. Not only the soft tissues 
are deformed but the elastic tendency of 
the nasal cartilage to assume the correct 
shape of a nostril, is changed and there- 
by the scaffolding of the nose is ren- 


CASE II 
Shows baby at 2 weeks of age. 


dered asymmetrical. Very important in 
the repair is the recognition of the fact 
that besides the outward displacement of 
the ala it is also rotated externally on an 
axis perpendicular to the face. Thus, in 
the repair of a cleft lip, if one concen- 
trates on the correction of the nasal de- 
formity first and is successful, the cor- 
rection of the deformity of the lip is not 
so difficult. 

As emphasized by Blair, to raise the 
low nostril on a level with the normally 
situated nostril in older children, it is 
often necessary to split the columella in 
the mid-line, to free slightly the low side 
of the columella and also the adjacent 
nasal mucosa from the nasal septum and 
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then to slide the soft tissues of the low 
side of the nostril upward, sewing the 
two halves of the columella together in 
such a manner that the upper level of 
the corrected nostril is on a level with 
the opposite nostril, or even very slightly 
over corrected. The skin at the tip of the 
nose is well undermined with the dis- 
secting scissors and if redundant skin is 
present at the tip of the nose after rais- 
ing the low nostril, a small v-shaped 
piece is excised to give the tip of the 


CASE II 
Same baby 5% months after operation. Note the lower 
right nostril and that the ala is externally rotated and that 
nostrils have been balanced and are symmetrical and equal. 


nose a good contour. Sometimes in older 
individuals the cartilage of the tip of 
the nose has to be re-shaped by remov- 
ing a v-shaped piece at the point that 
projects too prominently. 


Before bringing the ala to the pre- 
maxilla, all are agreed on the absolute 
necessity of first thoroughly loosening 
the soft tissue on the short side of the 
eleft from the maxillary bone. Because 
the ala is found rotated outward on an 
axis perpendicular to the long axis of 
the face, at the time of the repair the ala 
should be internally rotated by selecting 
a point at the base of the ala fairly well 
outward toward the cheek and bringing 
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this point up to the base of the columella 
on the premaxilla. 

Cases are continually being observed 
that lead one to believe that a wiring 
operation in infaney is to be avoided if 
possible. The lip can be repaired over 
the cleft in the alveolar ridge and in 
babies the tension of the soft tissues 
across the cleft soon causes the cleft in 
the alveolar ridge to approximate; in 
older children with erupted teeth, if the 
repair of the soft tissues does not cause 


upper jaw deformity. As yet statistics 
are not available as to the percentage of 
jaw deformities that follow wiring oper- 
ations but observations suggest that it 
is fairly high. Due probably to interfer- 
ence with the tooth buds the maxillary 
bones fail to come forward properly and 
a recessive superior maxilla results. The 
alveolar arch becomes more angular and 
narrower and the palate arch becomes 
elevated markedly. When such a condi- 
tion occurs, normal occlusion of the teeth 


CASE III 


Figure 3 shows baby with complete cleft on left and 
partial on right. 


the bony cleft to come entirely together, 
an orthodontic appliance will complete 
the apposition. When apposition of the 
alveolar ridge is attained it is only nec- 
essary to denude the contact points of 
the mucosa and turn the flaps of mucosa 
across the cleft and union results. This 
procedure is done at the time of the re- 
pair of the palate and does not necessi- 
tate an additional operation. 


Individuals are now being seen at 
about the age of adolescence on whom a 
wiring operation was performed in in- 
faney which have developed a peculiar 


CASE III (after operation) 
Same case at 6 months of age. 


is prevented. A relatively prognathous 
lower jaw results. The lower alveolar 
arch may be found to be from one-half to 
three-quarters inch in advance of the 
upper alveolar arch. Normally, the al- 
veolar arch of the maxilla should pro- 
trude slightly beyond the alveolar arch 
of the mandible. Although this ‘‘dish 
face’’ deformity in some cases can be 
improved by appropriate surgery, the 
procedures are trying to both patient 
and surgeon. 


In some double clefts, the columella is 
very short. This presents a problem dif- 
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ficult to overcome. The tip of the nose 
usually remains flat if one does nothing 
to elevate it. By the following procedure 
the columella can be lengthened some- 
what. The columella is split lengthwise 
in the mid-line, the nasal mucosa is dis- 
sected from the nasal cartilage back 
about one-quarter of an inch on both 
sides. The cartilage is split in a slanting 
direction downward and backward to al- 
low the cartilage of the tip of the nose to 
be free to raise upward. A diamond 
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The excision of a v-shaped piece from 
the septum behind the premaxilla is gen- 
erally undesirable. One does not want 
the premaxilla to fall back too far. Good 
length of the septum which holds the 
premaxilla forward aids in giving the 
forward position necessary to prevent an 
undesirable flat lip. At the time the cleft 
palate operation is performed, the al- 
veolar ridge is approximated by denud- 
ing the ends of the bones of the mucosa 
and turning the flaps of mucosa across 


CASE IV 


Figure 4 shows drawing of baby when 2 weeks of age. 
It had a wide separation of the alveolar ridge. 


shaped piece of tissue is then removed 
from the soft tissue of the premaxilla at 
the base of the columella. The columella 
is then lengthened by elevating the soft 
tissue of the premaxilla upward to form 
the base of the new columella. This 
lengthening of the columella tends to ele- 
vate the tip of the nose. After a week the 
lip is repaired. 

In double alveolar clefts the premax- 
illary process holds the lip too far for- 
ward at first but after the repair of the 
lip as the baby grows, the face shapes up 
and the premaxillary process falls back. 


CASE IV 


Same baby at 15 months when it came back to have 
the palate repaired. Note that the nostrils are per- 
fectly symmetrical and equal. 


the cleft. In certain of these double 
clefts with a free premaxilla, fixation by 
wire may be necessary to hold the loose 
premaxilla even though one risks a 
growth deformity later. However, when 
wiring the premaxilla to the maxilla it is 
not necessary to run the wire through 
the bone of the premaxilla. The wire 
need only surround the bone. Thus the 
growth of the tooth buds of the pre- 
maxilla is not hindered. 


Agreement is now quite universal that 
the best time to repair the lip is as soon 
after birth as the child can be put in 
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CASE V 
Shows complete double hare lip without any columella. 


good condition. A few days or a week 
of careful feeding along with some jor- 
mal saline in co-operation with the 
pediatrician usually improves the con- 
dition of the baby so that it withstands 
the operation very well. Better results 
attend the closure of the palate defect 
after one year of age than earlier. How- 
ever, the palate should be repaired be- 
fore the child begins to speak. Probably 
fourteen or fifteen months is about the 
ideal age for palate closure, providing 
the child is in good general condition. 
The Acute Abdomen 
L. F. Barney, M.D., F.A.C.S. 


Department of Surgery, Kansas University, 
Kansas City, Kansas 
Read befcre the Central Kansas Medical Society at Ells- 
worth, Kansas, January 17, 1929. 


This subject is a very hackneyed one 
having been presented frequently and re- 
peatedly, either under this title, or some 
modification, to medical organizations 
since their first inception and yet it is 
as live a subject as it has ever been. To- 
day we are not satisfied to say, ‘‘well 
this is an acute abdomen and we will cut 
in and see what is the trouble.’’ We want 
to know, if possible, just what the path- 


CASE V 
Some case at the age of 5% months after lip was re- 
paired and columella lengthened. 


ological condition is before the incision 
is made and be ready to meet it as ex- 
pediciously as possible. Furthermore, 
there are a few conditions, e.g. acute . 
salpingitis and most acute gallbladders, 
that will have a less stormy convales- 
cence and a more satisfactory recovery 
if the acute symptoms have subsided be- 
fore the operation is made. 


Also not all cases having acute ab- 
dominal symptoms have abdominal path- 
ology. I have had more than one case 
sent into the hospital to me for an im- 
mediate operation which on careful ex- 
amination revealed a basal pneumonia. 
At the time of writing this I have had a 
young woman with ‘‘flu’’ who was sent 
in for an emergency operation for ap- 
pendicitis. Only a few years ago I heard 
Doctor Richard Cabot say that a large 
proportion of the cases of locomotor 
ataxia he saw had had their appendices 
removed unnecessarily. Is this not a 
stigma on the profession? 

On the contrary in many conditions, 
e.g. perforated peptic ulcer, immediate 
surgical measures must be instituted or 
a fatality will ensue. Most of these pa- 
tients will recover if operated upon with- 
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in six hours, many of them will recover 
if operated on within twelve hours and 
very seldom one will after twenty-four 
hours. 

Therefore, in cases of acute abdomen 
you have very little time to spend on 
extensive laboratory work, reading, etc., 


so it behooves us to have such a knowl-. 


edge of these conditions that one can 
make a quick and positive decision. Cope 
has paraphrased the motto ‘‘Do it now’’! 
for the business man to ‘‘Diagnose 
now’’! for the medical man in cases of 
acute abdomen. I recall, in a discus- 
sion of acute intestinal obstruction at the 
State Medical Society, a man getting up 
and advising giving a barium meal and 
taking an x-ray picture to locate the site 
of the lesion before making the incision. 
Would you want this man to decide on 
your fate if you had an acute abdominal 
lesion? 

Surgery has done much, perhaps I 
should say most, to open the pages and 
push away the veil which has obscured 
the early symptomatology and _ early 
pathology and write and rewrite the 
early diagnosis of the acute abdomen. 
_ Pathology of the living is quite, and 
frequently entirely, different from 
morgue pathology. Nearly all fatal cases 
of acute abdomen terminate in either 
general peritonitis or intestinal obstruc- 
tion and by the time this stage has ar- 
rived the early pathology has been so 
distorted that it gives a misconception 
of the initial lesion with its early symp- 
tomatology, physical findings and labor- 
atory expressions. Since the advent of 
general anesthesia and the aseptic 
scalpel the danger of opening the peri- 
toneum has so greatly diminished that 
the surgeon has been enabled to see in 
vivo the very earliest initial departures 
from normal and by correlating the find- 
ings in the various stages the modern 
conception has been changed; volumes 
have been written and much of the old 
discarded or replaced by more definite 
conceptions. As an example of this lat- 
instead of having twenty or thirty dif- 
ferent common diseases of the stomach 
as we were taught when I was a medical 
student we realize now that there are 
only two common diseases of the stom- 


ach, uleer and cancer. 

Morphine: Perhaps one of the most 
vital experiences in the handling of acute 
abdominal symptoms is the use of mor- 
phine. With a patient writhing with 
pain and unable to give a statement of 
the facts and the family demanding that 
relief be given, it is at times hard to re- 
fuse it until a diagnosis is made. How 
many patients have been lulled into a 
sense of tranquility thinking they are 
improving and allowed to pass to the 
great beyond because the symptoms have 
been masked and prompt surgical meas- 
ures not instituted, the Lord only knows. 
Is this not a great responsibility that is 
hard to throw off? On the other hand 
there is no better temporary treatment 
for obstructive symptoms such as renal 
or biliary colic than a large dose of mor- 
phine. Shock from the pain of these con- 
ditions is said to have produced death 
which could have been prevented by an 
adequate dose of morphine. But be suve 
of your diagnosis before you give it. 


Laxatives: It has been only a few 
years since every case of belly ache re- 
ceived immediately a laxative and fre- 
quently several. The physician formerly 
ordered it the very first thing he did 
and I am sorry to say that far too many 
continue doing so. 


With the exception of manipulative 
treatments, it is absolutely the worst 
thing that can be done in any inflamma- 
tory condition of the abdomen. Physi- 
cians must absolutely and unequivocally 
stop doing this before a diagnosis is 
made and, furthermore, they should start 
a campaign warning the public of these 
two extremely dangerous practices. How 
many patients have been rushed into a 
casket by receiving a fatal dose of laxa- 
tive, usually castor oil, again, the Lord 
only knows. On the other hand I know 
of no better treatment in acute food 
poisoning, so called ptomaine poisoning, 
than one or two ounces of castor oil 
given early to remove the toxins. Again, 
let me warn you, be sure of your diag- 
nosis, be sure you have no perforations, 
no marked intestinal obstruction and no 
peritoneal inflammatory condition. Moy- 
nihan has written a nursery rhyme which 
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it would be well to place on the wall of 
every home. It reads: 

‘‘Perforation means purgation 

With the appendix kinked and bad; 

Both food and drink will worry him 

And aperients drive him mad.’’ 

He even goes so far as to say ‘‘to give 
aperients to children who have stomach 
ache is homicidal.’’ 

When you think of acute abdominal 
eases do you not immediately think of a 
triad of symptoms, viz: pain, vomiting 
and rigidity, of appendicitis and of a 
surgical operation? Why is this? Taking 
them in the reverse order, most acute 
abdomens are surgical. Cope says ‘‘The 
general rule can be laid down that the 
majority of severe abdominal pains 
which ensue in patients who have been 
previously fairly well, and which last as 
long as six hours, are caused by condi- 
tions needing surgical intervention.’’ 

Why do you think of a diagnosis of 
appendicitis? Because more than fifty 
per cent of all acute abdominal cases 
coming to the operating table in large 
general hospitals are cases of acute ap- 
pendicitis. As has been pointed out by 
many writers there are too many so- 
called surgeons who do not attempt to 
make a diagnosis but simply operate. 
Spot diagnosis may be impressive at 
times but it is. never safe and sound. 
Recently I was very much surprised at 
one of our surgeons unmercifully con- 
demning the surgeons of a large eastern 
hospital for not operating on his brother. 
All he knew was that the brother had 
been taken with acute abdominal symp- 
toms and had been in the hospital eight 
days and had not been operated for ap- 
pendicitis. When I asked him how he 
knew it was a case of acute appendicitis 
he replied that most cases of acute ab- 
dominal symptoms are acute appendici- 
tis. 

Several years ago I was away from 
home for several weeks and when I re- 
turned home I learned that one of my 
clients had been operated during my ab- 
sence for acute appendicitis and died. 
Before leaving I had diagnosed her hav- 
ing an ovarian cyst the size of a small 
grape fruit. Although the surgeon did 
not tell the family of his mistaken diag- 
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nosis, he admitted to me that she had an 
ovarian cyst with a twisted pedicle, after 
I had told him what she had. Would 
you want your abdomen opened up at 
any time, and worse yet, with acute ab- 
dominal symptoms, by one who has not 
made a sincere effort to make a diag- 
nosis, a fifty-fifty chance of being cor- 
rect? No! Nor should it be done on one 
of your clients. Again Cope says, ‘‘To 
attempt a diagnosis prevents careless- 
ness and carelessness in urgent acute 
abdominal diagnosis is akin to callous- 
ness.’’ 

Why do you think of the triad of 
symptoms, pain, vomiting and rigidity? 
Pain is practically always found in the 
acute abdomen, vomiting generally, and 
rigidity frequently. Should we analyze 
these three symptoms carefully they will 
aid greatly in the diagnosis. 

Conditions causing acute abdominal 
symptoms may be roughly divided into 
three groups of symptoms, obstructive, 
perforative and inflammatory each of 
which is more or less characieristic, but 
all of which more or less overlap. 

In obstructive cases, renal, biliary and 
intestinal, the pain is intermittent or re- 
mittent with exacerbations, generally ra- 
diating according to the nerve supply of 
the part affected, vomiting is more likely 
to occur at the height of the pain, and 
rigidity absent or at least is not marked 
and diminished between the attacks of 
pain, and the patient is restless. 

In perforative cases, the pain is sud- 
den, of a constant character, the abdo- 
men is most rigid, board like, vomiting 
will depend upon the contents extra- 
vasated, the patient remains in fixed 
position, and will not move, hyperes- 
thesia usually is absent, and evidence of 
shock is usual. 

In inflammatory cases the pain is 
more of a severe soreness, the vomiting 
most likely to be constant, hyperesthesia 
is the most marked, fever is likely to be 
higher and the patient assumes a se- 
lected position, not so fixed as perfora- 
tive cases and not so restless as ob- 
structive cases. 

Pain: The location of the pain is more 
or less diagnostic of the location of the 
lesion and is generally the most severe 
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over the organ involved and will radiate 
according to the nerve supply. The gall- 
bladder is supplied by the 8th dorsal 
nerve hence the pain under the angle of 
the right scapula. The diaphragm, by 
the phrenic, and through the 4th cervi- 
cal we have the shoulder pains in liver 
abscess, subdiaphragmatic abscess, per- 
forated peptic ulcer, diaphragmatic pleu- 
risy, acute pancreatitis and rupture of 
the spleen. 

The small intestines and mesentery 
are supplied by the 9th, 10th and 11th 
dorsal, therefore, the pain is in the epi- 
gastrium and around the umbilicus while 
the large bowel is supplied by other 
nerves and the pain is generally in the 
hy pogastrium. 

The appendix is probably supplied by 
the 10th dorsal which accounts for the 
pain in the beginning being first re- 
vealed around the umbilicus and epigas- 
trium the same as the small intestines 
but, occasionally it radiates down into 
the testicle due to the irritation of the 
ureter. 

The testes develop embryologically in 
the region of the kidney and later travel 
down to the scrotum, so that the kidney, 
ureter and testicle have a common nerve 
supply which explains the pain in the 
testes in gento-urinary affections. 

The Acuteness of the Pain Is Impor- 
tant. Perforation of a peptic ulcer and 
acute pancreatitis are the only two ab- 
dominal conditions likely to cause a man 
to faint, but a woman may also faint 
from the rupture of an ectopic preg- 
nancy or from a twisted pedicle of an 
ovarian cyst. 

Vomiting. According to Cope vomiting 
in acute abdominal cases is almost al- 
ways due to one of three causes. 

(1) Severe irritation of the nerves of 
the peritoneum or messentery, e.g. con- 
sequent to the perforation of a gastric 
ulcer or of a gangrenous appendix or 
torsion of an ovarian cyst pedicle. 


(2) Obstruction of an involuntary 
muscle tube, e.g. biliary ducts, the ureter, 
the uterine canal or the intestines. 

(3) The action of absorbed toxins 
upon the medullary centers, e.g. cases of 
septic peritonitis. 


_In perforated gastric ulcer the irrita- 
tion is severe and vomiting is profound 
until the fluid is rapidly diluted by the 
peritoneal fluid and then may subside 
temporarily to begin anew when a gen- 
eral peritonitis occurs. 

In acute pancreatitis the gland is in- 
timately associated with the coeliac 
plexus and vomiting is very severe and 
frequently persistent. 

The character of the vomit is impor- 
tant, especially feculent vomiting which 
is pathognomonic of intestinal obstruc- 
tion either mechanical or paralytic. 

Appendicitis. As has been stated this 
is the most frequent and probably the 
most important abdominal condition. At 
times one will not encounter any difti- 
culty in making a diagnosis; the case 
will be so typical that no doubt, whatso- 
ever, will exist, while at other times it 
may simulate almost every condition in 
the abdomen. Were one every time able 
to accurately diagnose every case of ap- 
pendicitis and to diagnose all of the con- 
ditions with which it may be confused, 
there would be very few times he would 
not make a perfect diagnosis in abdom- 
inal conditions. 

One author points out twenty-two com- 
mon conditions from which an early case 
of appendicitis must be differentiated, 
not including tropical diseases, and six 
general conditions from which late con- 
ditions must be differentiated. 

The difficulties of diagnosis of ap- 
pendicitis are greatly increased by the 
many different anatomical positions it 
assumes. It is usually described as being 
pelvic, iliac or ascendng, but as a matter 
of fact the tip may be most anywhere in 
the abdomen, even in the left lower 
quadrant and these different positions 
cause it to produce different symptoms 
and different complications. 

Time will not permit even a complete 
diagnosis of appendicitis. 

The symptoms and local signs of an 
attack are: 

(1) Pain (epigastric then right iliac) 

(2) Vomiting, nausea, anorexia 

(3) Local deep tenderness (per abdo- 
men or per rectum. 

(4) Local rigidity of muscles (incon- 
stant) 
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(5) Loeal distention (inconstant) 
(6) Superficial hyperesthesia (incon- 
stant) 

(7) Fever 

(8) Constipation 

(9) Testicular symptoms (uncommon) 

The late John B. Murphy pointed out 
many years ago the significance of the 
sequence of the symptoms which occur in 
the following order: 

ist Pain usually epigastric or umbili- 
cal 

21 Nausea and vomiting 

3d Loeal iliae tenderness 

4th Fever 

5th Leucoeytosis 

He said, ‘‘The symptoms occur almost 
without exception in the above order, 
and when that order varies I always 
question the diagnosis.”’ 

I will repeat the order of the symp- 
toms. 

Ist Pain usually epigastric or umbili- 
eal 

2d Nausea, vomiting 

3d Loeal iliae tenderness 

4th Fever 

dth Leucocytosis 

I shall mention only a few of the 
common difficult differentiations. 


Cholecystitis. | Cholecystitis causes 
pain, vomiting, fever, constipation, local 
tenderness and leucocytosis. The pain 
especially if there be stones, usually ra- 
diates up to the chest especially to the 
angle of the right scapula. In my expe- 
rience the leucocytosis is usually lower 

- than in appendicitis. The point of ten- 
derness is the most characteristic differ- 
ential point; it is higher, just below or 
under the costal border unless the liver 
or gallbladder is swollen and then these 
can be outlined. Frequently there is a 
history of jaundice occurring after pre- 
vious attacks. 

It is important to make a diagnosis of 
cholecystitis for these cases seldom rup- 
ture and when operated during the 
height of an attack will not have the 
smooth convalescence and complete re- 
covery of an operation made during an 
interval. Too frequently when operated 
during an attack only a cholecystotomy 
may be done which is only a temporary 
measure and makes the cholecystectomy 
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which has to be done later much more 
difficult. 

Acute Right Sided Pyelitis. This is 
frequently mistaken for appendicitis. I 
recall seeing a newly married woman a 
number of years ago in consultation, who 
had had an initial chill, pain in the right 
lower quadrant, hyperpyrexia, painful 
and increased frequency of urination. 
The attending physician without an ex- 
amination of the urine had urged an im- 
mediate operation for appendicitis. I 
was called and we disagreed as to the 
diagnosis or advisability of operation. 
He said without an immediate operation 
he would quit the case and that I would 
have to accept the full responsibility 
which I did. Urinalysis revealed four 
plus pus and under medicinal treatment 
she completely recovered. Three years 
later she gave birth to a boy and I have 
now watched her for more than fifteen 
years and she has never had a relapse 
and has enjoyed perfect health. 

This case recalls only too vividly an- 
other case I did operate. I was called to 
see an obese woman who was complain- 
ing of severe pain in her right lower 
quadrant. Two hours before she had 
started with a chill, vomited and the pain 
was severe. There was tenderness and 
hyperesthesia in the right lower quad- 
rant and her temperature was 105°. She 
was rushed to the hospital and without 
taking time for an urinalysis, operated. 
To my chagrin, there was a normal ap- 
pearing appendix, moderate salpingitis 
and a gallbladder filled with stones. The 
appendix was removed along with one 
tube, but owing to the low incision the 
gallbladder was not disturbed. Two 
months later she developed a gangrenous 
gall-bladder which we removed but the 
convalescence was so stormy we thought 
we would lose her. Following this she 
developed a ventral hernia and soon be- 
gan having the same old attacks of chills, 
fever and pain in the right lower quad- 
rant. Later another surgeon removed 
her right kidney and she recovered. Now, 
when I think of her I wish I had never 
seen her and she, too, thinks likewise of 
me. This was several years ago and I 
assure you I have never made the same 
mistake since. It only takes a minute to 
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examine the urine. As a rule the differ- 
ential diagnosis between appendicitis 
and pyelitis is easy. The symptoms may 
be tabulated as follows: 
Acute Pyelitis 

1st Initial chill the rule 

2d Temperature 103° or more 

3d Pain on urination and increased 

frequency of urination 

4th Abdominal muscles often relaxed 

5th Pus in the urine 
Appendicitis 

Ist Chill unusual 

2d Temperature as high as 103° un- 

common 

3d Urinary symptoms are uncommon 

4th Local rigidity frequent 

5th No pus in the urine 

Dysmenorrhea. We have all seen 
young women who have had their appen- 
dices removed which when you have 
analyzed their symptoms, you know was 
unnecessary and bad surgery. The dif- 
ferentiation, if a history is taken, is 
usually very easy, so easy I will not dis- 
cuss it. 


Ectopic Gestation. This is occasionally 
diagnosed appendicitis but rarely should 
be for there generally is a history of an 
unusual menstrual irregularity, slight 
flowing accompanying the pains, a small 
tender mass at one side of the uterus, 
often a history of fainting and a sec- 
ondary anemia. 

Acute Salpingitis. I have a patient in 
the hospital now who had acute sausage- 
like tubo-ovarian abscesses whose appen- 
dix was removed only five months ago 
for the same symptoms. In these cases 
the pain and tenderness is in the pelvis 
and there is generally bilateral rigidity, 
which is not marked, in the hypogas- 
trium and vaginal examination reveals a 
fixed tender uterus usually retroverted. 

Ruptured Pyosalpinx. A few years 
ago a man telephoned me that his sister 
in Kansas City, Mo., had taken suddenly 
sick in the middle of the night and they 
had called a physician who had _ pro- 
nounced it a case of acute appendicitis. 
She was brought to the hospital imme- 
diately. She was single and I thought I 
knew her so well I did not enquire if she 
had ever been married and I did not 
make a vaginal examination. She had 
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pain, tenderness and hyperesthesia jn 
the right lower quadrant, vomiting, fever 
and leucocytosis. A right rectus incision 
was made and a slightly injected appen- 
dix was removed but a quantity of sero- 
purulent fluid welled up from the right 
pelvis. A pelvic drain was inserted and 
she temporarily recovered. A more eare- 
ful history was taken and I learned that 
she had chad a child that did not live, was 
divorced and at that time was living 
regularly with a traveling man. Later | 
removed her infected tubes and she has 
been well since. 

Strangulated Hernia. Only recently I 
was hurried to the hospital by my in- 
terne to see a man with senile dementia 
to relieve him of acute abdominal pains 
and vomiting. The interne had made a 
careful blood count which was normal. 
Had he examined his belly instead he 
would have noticed a tender swelling in 
the left inguinal region which when 
easily reduced by taxis immediately re- 
lieved all symptoms. In diagnosis the 
sins of omission far outweigh the sits 
of commission. 

Meckel’s Diverticulum. Recently I op- 
erated upon a boy for acute appendicitis. 
He had all of the typical symptoms and 
findings but instead I found a gangren- 
ous Meckel’s diverticulum. This condi- 
tion occurs most frequently under ten 
years of age in boys and is almost al- 
ways diagnosed appendicitis. If a his- 
tory of malena and hematemesis is ob- 
tained it will point to a Meckel’s diverti- 
culum. Bloody stools and bloody vomit 
in children occur most frequently in pep- 
tie ulcers and next most frequent in 
Meckel’s diverticulum. 

Perforation of Peptic Ulcers. When 
one has seen a few of these cases he will 
always be on his guard. I saw my first 
case many years ago. This man was 
seized with violent abdominal pains while 
in a drug store and was gotten home, 
only a block away, with the greatest dif- 
ficulty. His suffering was so severe that 
he could not be touched and although I 
learned later that he had a typical ulcer 
history his suffering was so severe that 
it was impossible to obtain any history. 
A half grain of morphine hypodermically 
gave no relief. More was given later 
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with the same effect. An older physician 
was called in consultation who advised 
more morphine but he made no diag- 
nosis. Twenty-four hours later Doctor 
Gray was called in consultation and diag- 
nosed a perforated ulcer and sent him 
to the hospital and operation disclosed a 
perforated ulcer on the anterior surface 
of the duodenum but, it was too late, he 
died. This case should have been diag- 
nosed had we obtained the history of 
pail coming two or three hours after eat- 
ing and relieved by food and by soda and 
without the history we should have 
known that a serious abdominal crises 
had befallen him which needed imme- 
diate surgical attention. Only last Sun- 
day at 4:00 a. m., I saw a man with the 
same intense symptoms, and I can assure 
you, he was in the hospital in less than 
ninety minutes. 

An interne at St. Margaret’s Hospital 
was seized in the evening with terrific 
abdominal pains and vomiting. There 
was no history of indigestion or food 
hunger and to this day he maintains that 
he never did suffer from such. Explora- 
tory operation was made that night and 
a perforated ulcer of the duodenum was 
closed by a purse string suture and the 
omentum tacked over this, an unevent- 
ful convalescence followed and he has 
never had any symptoms since. 

Extra Abdominal Lesions. We have 
had several cases sent to the hospital for 
immediate operation for acute appendici- 
tis which revealed a basal pneumonia in- 
stead. In these cases the respiration is 
usually increased, the pulse-respiration 
ratio is diminished, the breathing is thor- 
acic, the temperature usually is high and 
the leukocyte count greatly increased. 

I have only lightly touched the dif- 
ferential diagnosis of a few of the more 
common acute abdominal conditions and 
there are many other conditions which I 
have not mentioned such as spinal dis- 
ease with pain referred along the psoas 
muscles, perforation of typhoid ulcers, 
hip joint disease, tuberculosis of the ileo- 
cecal glands, carcinoma of the ileum, 
acute intestinal obstruction, mechanical 
or paralytic, diverticulitis, ete. To dis- 
cuss these at one session would take too 
long and completely tire you out. 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


153 


Summary: In cases of acute abdo- 
men— 

1st Take a careful and rapid history 
as to 

(a) the past history 

(b) the condition which immediately 
led up to the attack 

(c) the symptoms in the order of se- 
quence. 

2d Make a careful physical examina- 
tion: 

(a) observe if rigidity is present and 
if so the location where it is most marked 

(b) observe if there is tympanites or 
fluid 

(c) test for hyperesthesia 

(d) look for peristaltic waves which 
at times can be seen in eases of obstruc- 
tion 

(e) examine the canals for strangu- 
lated or incarcerated hernia. Femoral 
and epigastrium are most frequently 
missed 

(f) in women vaginal examination fre- 
quently clears the problem 

(g) palpate for tumors 

- (h) rectal examination in children and 
at times in adults is very valuable 

3d Make an honest, sincere attempt to 
correlate the symptoms and findings. 
Most cases can be diagnosed. 

4th Very rarely a diagnosis is im- 
possible and an exploratory incision is 
advisable. 

In conclusion I wish to state that much 
of this material has been obtained from 
Cope, The Early Diagnosis of the Acute 
Abdomen, Moynihan, Essays on Surgical 
Subjects, The Collected Papers of the 
Mayo Clinies and other authors. 

R 
Acute Encephalitis—Report of an Unusual 
Case 
F. I. Witson, M.D. 
Department of Surgery 

During recent epidemics of influenza, 
encephalitis has been diagnosed as a fre- 
quent complication. As we look back 
over these cases, we now believe that 
some of them were wrongly diagnosed, 
the very early symptoms of encephalitis 
being mistaken for those of influenza. 

This case is of particular interest be- 
cause the patient’s symptoms were so 
atypical. These symptoms were mild and 
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of short duration. The patient worked 
until three days before death, and dur- 
ing these three days he was in bed only 
a part of the time. A few hours before 
death he sat at the dinner table and en- 
joyed his meal. 


Case History. The patient was a sales- 
man, 38 years of age. He was seen first 
three days prior to his death complain- 
ing of blurring vision, chilly sensations 
and pain in the left forearm. He had 
been well until one week before, when he 
had had an attack of vomiting and 
diarrhea lasting about one hour. He at- 
tributed this to some salad he had eaten, 
although other people who had eaten it 
were not similarly affected. For five 
days following this he had _ headache, 
chilly sensations and weakness which 
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NO, 1 
A microscopic section through the substantia nigra of the 
brain, showing marked perivascular infiltration and a low 
grade mononuclear infiltration of the brain substance. 
(Magnification X 125). 


would come on about four-thirty each 
evening. He continued to work, however. 
Three days before I saw him, his head- 
aches disappeared but he seemed to be 
more restless and he could not sleep well. 
The day I first saw him he began to have 
blurring of vision, dizziness and pain in 
the left arm, in addition to his other 
symptoms. Eighteen hours prior to his 
death these latter symptoms disap- 
peared. His past history was negative, 
except that he had been despondent 
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lately. There was nothing to suggest the 
usual influenza. 

Physical Examination. A thorough ex- 
amination revealed only three positive 
findings, namely: a positive Rhomberg, 
double vision and a slight elevation in 
temperature, which was never more than 
101 degrees F. Urine and blood exami- 
nations were negative. He died suddenly 
and unexpectedly during the night, three 
days after I first saw him. 

Necropsy.* The autopsy examination 
was negative except for an acute hyper- 
plastic splenitis and changes in the brain, 
The brain was congested and there were 
a few pin-point hemorrhages in the white 
matter of the cortex, which would not 
have attracted any attention had not the 
remainder of the examination failed to 
reveal anything even suggestive, as to 
the cause of death. 

Sections for microscopic examination 
were taken from many regions in the 
brain, including the cortex, white matter, 
cord, medulla, pons, Gasserian ganglion 
and the substantia nigra. These were 
fixed in Zenkers fluid and stained with 
the routine Hematoxylin and Wosin 
stains, as well as specific stains for in- 
clusion bodies. 

Histological examination showed no 
obvious pathologic alteration. except in 
the substantia nigra and the Gasserian 
ganglion. The latter showed no definite 
inclusion bodies, but distinet granular 
changes were encountered in the cyto- 
plasm of the ganglion cells. 

The most striking picture, however, 
was seen in the substantia nigra as can 
be seen in the photomicrographs. Here 
the most intense perivascular round cell 
and plasma cell infiltration was seen. 
These cells formed a wide and prominent 
collar about each vessel. This infiltra- 
tion was not confined to the perivascular 
space alone, but a low grade mononu- 
clear infiltration was present in the sur- 
rounding, brain substance, with consid- 
erable breaking up of the stroma and 
disintegration of the white matter. ‘Ile 
latter was not particularly outstanding. 

These changes in the substantia nigra 
are pathognomic of encephalitis. ‘Tlie 
gross changes were not in any manuer 
diagnostic. The large spleen merely sus- 
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ested an acute process. The diagnosis 
depended solely for confirmation upon 
the changes seen in a very small area in 
the brain. 
Diagnosis. 


encephalitis was made from the three 
positive clinical findings previously men- 
tioned, although the history of influenza, 
as well as some of the typical symptoms 


The same section as above with higher magnification. 
Mag. X 275). 
of encephalitis, namely: delirium, coma, 
Chene-Stokes respiration and high fever 
were absent. The diagnosis of poisoning 
could not be ruled out because of his 
sudden death and a history of despond- 
ency. In addition to this, domestic 
troubles suggested to certain members of 
his family, the possibility of poisoning. 
CONCLUSIONS 

I—This is a proved case of acute en- 
cephalitis, not complicating influenza. 

2—Only three positive findings were 
present, namely: a positive Rhomberg, 
double vision and fever. 

3—The possibility of intestinal origin 
can not be denied. 

4—The diagnosis could only be proved 
conclusively by the microscopic findings 
in a limited area of the brain. 

—_ grateful to F. C. Helwig, M.D., for the pathological 

B 

“Council Passed”’ 

The value of mineral oil as a lubricant 
and emollient for the treatment of cer- 
tain forms of obstipation has been well 
established. In many cases, however, 
there is added to the need for lubrication 
the indication for the use of a mild laxa- 


A probable diagnosis of : 


tive and antacid for which purpose years 
of clinical use have demonstrated milk of 
magnesia to be ideal. 

Practically, there exists in many cases 
of intestinal stasis and constipation a 
hyperacid condition which calls for the 
use of an antacid. 

Magnesia-Mineral Oil (25) Haley has 
therefore a therapeutic field consider- 
ably broader and more diversified than 
is the case with either one. of its ingred- 
ients considered singly. 

The makers of this product, were 
prompt to realize this but were also well 
aware that skepticism or doubt is apt to 
be aroused when the number of indica- 
tions for the product is large. 

As evidence of good faith and entirely 
in the interests of the medical profes- 
sion, numerous questionnaires have been 
sent out from time to time, giving the 
physician an opportunity to indicate ex- 
actly under what conditions his use of 
magnesia-mineral oil (25) Haley proved 
most satisfactory. Response to these 
questionnaires has been prompt and 
numerous. 

Tabulations have been carefully made 
of the replies received from physicians 
and only those indications mentioned in 
the literature which proved to have been 
common to a large number of doctors. In 
this way it is believed, undue claims have 
been avoided and the doctors have been 
given reliable information based upon 
actual clinical use. This product has 
been passed by the council. 

Hemochromatosis—Report of a Case With 
Post-Mortem Findings 


M. Kratz, M.D. 
and 
A. Morris Griyspere, M.D. 


From the Department of Internal Medicine, University of 
Kansas, St. Margaret’s Hospital. 


Hemochromatosis was first described 
by Von Recklinghausen in 1889, who felt 
that the etiologic factor was the ex- 
cessive destruction of red blood cells 
causing deposition of iron pigment in the 
tissues involved. Although it is a com- 
paratively rare disease, much work has 
been done all over the world in the at- 
tempt of finding the cause. Many clever 
experiments have been carried out with 
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resulting theories; but none as yet have 
been satisfactory. Quite a number of 
authorities are of the opinion that there 
is some toxie agent present which not 
only injures the red blood cells, but at 
the same time damages the cells of the 
parenchymatous organs. It is definitely 
known though that there is an abnormal 
retention of iron in hemochromatosis; 
and for this reason more circulating iron 
is present than in normal conditions; so 
that it is not at all illogical to expect a 
greater accumulation of this iron pig- 
ment in the injured cells. 

This condition is a chronic disease of 
middle age, occurring practically always 
in males. Of the hundred or so cases re- 
ported in the literature, only a few oc- 
curred in women. 

At the University of Kansas, in 1435 
autopsies, only three were cases of 
hemochromatosis. Mills in his series of 
seventeen cases of hemochromatosis at 
the Boston City Hospital found it diag- 
nosed ante-mortem in only two eases. 
Yet with an ever increasing knowledge 
and greater ability for better diagnosis 
we venture the opinion that more cases 
will be put on record and we shall prob- 
ably find that after all it is not such a 
rare disease. 

Clinically it presents a combination 
of pigmentation of the skin, cirrhosis of 
the liver with splenic enlargement and 
diabetes. On account of this diabetic re- 
lationship with the peculiar pigmentation 
of the skin, Hanot and Chauffard first 
called it ‘‘bronze diabetes.’? Today we 
know that diabetes is usually a late 
symptom in the disease and at times may 
be entirely absent, there being instances 
when pigmentation of the skin and liver 
cirrhosis only are present. 

The symptomatology is not constant. 
At times there may be little or no com- 
plaint outside of malaise. Quite often 
manifestations of indigestion are pres- 
ent, this symptom probably due to the 
frequent alcoholic history; but, gradually, 
as the disease progresses the symptoms 
too, take on greater range and variety. 
When diabetes sets in, symptoms of loss 
of weight, increased appetite and thirst, 
and polyuria take the center of the stage. 
The pigmentation of the skin, which 


may or may not be evident, is of course 
only a manifestation of what is going on 
in most of the tissues of the body, espe- 
cially in the liver, spleen and pancreas. 
It is due to a deposit of hemofuchsin and 
hemosiderin, the latter containing iron 
pigment. The change in color is first 
noted in normally pigmented areas of the 
body, namely, the uncovered areas, folds 
of the axilla and in areas around the 
scrotum. Gradually the color becomes 
marked and varies from the bronze or 
dirty-brown to the bluish black 
‘“Mummy’”’ color. 

Mills feels that there are present two 
distinct forms of pigmentation, one 
hematogenous (hemosiderin deposition), 
appearing as a dull gray-brown or dirty- 
brown color of the skin, and the other, 
the bluish leaden-black color due to in- 
crease of melanin in the skin and tissues 
where it normally occurs. This latter 
condition is probably due to greater in- 
volvement of the adrenal glands. 

The physical findings are the enlarged 
liver with an associated tenderness, a 
palpable spleen, the peculiar pigmenta- 
tion of the skin, the finding of hemo- 
siderin crystals in the urine as described 
by Rous and the laboratory findings of 
an associated diabetes. 

The treatment of this disease pri- 
marily means treating the diabetes. To, 
much can be accomplished in alleviating 
various symptoms of hepatic insuffi- 
ciency and hepatic circulatory disturb- 
anees. The disease is fatal and, after 
glycosuria sets in, the average time of 
life is about a year. 

Report of a Case With Post-Mortem 
Findings. J. C., age 60, white, entered 
the hospital complaining of weakness, 
drowsiness, ‘‘tired feeling’’, and pain in 
the abdomen. Symptoms all began six 
months previously with an enormous ap- 
petite and inordinate thirst and _ since 
then gradually became weaker with 
marked loss of weight. A week ago had 
to take to his bed on account of a stu- 
porous, drowsy feeling. He had lost 60 
pounds in the last few months. 

His past history is negative. 

Family history negative as to familial 
tendencies. 
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The physical findings reveal an ema- 
ciated male with dry skin in a stuporous 
condition. The pupils are unequal and 
dilated. There is a brown serous dis- 
charge from both ears. The tongue and 
mouth are dry. Heart and lungs are 
negative. The abdomen was negative, no 
enlargement of liver or spleen noted. 
Reflexes were sluggish. The patient 
gradually became comatose and died one 
week later. Insulin therapy not of any 
avail. Laboratory findings show blood 
sugar 392 mgs. per 100 e.c. Urea 16 mgs. 
per 100 ec. The blood Wassermann is 
negative. The urine on two occasions 
showed two per cent sugar, specific 
gravity 1038. Blood count—hemoglobin 
70 per cent, 3,900,000 red blood cells and 
14,600 white blood cells with a polymor- 
phonuclear leukocyte count of 82 per cent. 

The spinal fluid showed a cell count 
of 51 and a positive Pandy. The diag- 
nosis was diabetes mellitus and probably 
brain abscess. 

Department of Pathology—Report Made 
by Dr. H. R. Wahl 
Patient, Mr. J. C.: 

Clinical Diagnosis; Diabetes Mellitus 
and Brain Abscess. 

Main Gross Findings: Well nourished. 
Peritoneal cavity contained about two 
liters of straw-colored fluid. Thoracic 
cavity negative. Heart shows some milk 
patches on the surface. A few small deli- 
cate vegetations were seen on the mitral 
valve. Lung shows some congestion. The 
liver showed an underweight (1585 
grams), having an unusually deep rusty 


-brown color and had an unusually nodu- 


lar firm consistency and nodular sur- 
face. It cut with a great deal of resist- 
ance. It had a typical hob-nail appear- 
ance. The gall-bladder was moderately 
distended and contained some dark 
viscid bile. The biliary passages were 
open. The spleen weighs 390 grams. It 
is considerably enlarged and has a large 
white firm area on the outer surface 
showing enormous thickening of the cap- 
sule, the capsule at this point measuring 
4 mm. in thickness over an area 9 by 13 
cm. In some places this opaque white 
patch on the surface seemed to be almost 
calcified. There is a great deal of diffuse 
fibrosis throughout the organ. The pan- 


creas weighed 62 grams and measured 
15 by 4 by 244 em. It was shrunken and 
unusually hard in consistency. The lobu- 
lation was very distinct; it showed no 
increase in fat tissue. 

The kidneys weighed 175 grams on one 
side and 190 grams on the other. They 
were rather pink in color and firm in 
consistency. The right measured 12 by 
7 by 38% em. and the left 12% by 
7% by 3% em. The capsule strips off 
readily and there is nothing grossly ab- 
normal noted. The glomeruli are not dis- 
tinct. The ureters show nothing abnor- 
mal. 

The bladder seemed to be somewhat 
distended. 

The prostate showed nothing abnor- 
mal. 

The adrenal glands seemed to be nor- 
mal. 

The esophagus showed enlarged vari- 
ces, particularly on the posterior surface 
where there seemed to be a cluster of 
varicose veins. The mucosa of the stom- 
ach seemed to be unusually thickened 
and somewhat edematous. It also was 
markedly bile stained or had a rusty 
color. It seemed to be greatly congested. 
The rugae of the duodenum were dis- 
tinct. It shows otherwise nothing un- 
usual. The small intestines were mod- 
erately distended and seemed to be 
somewhat pigmented. A typical Meckel’s 
diverticulum was noted 114 feet from the 
ileo-cecal valve. It measures 1% em. in 
length by 1 em. in width. The appendix 
was bound down by a few adhesions. 

The aorta was 33 em. in length by 3 
em. in width. Above the bifurcation there 
were several plaques 1 cm. in diameter, 
smaller ones were scattered throughout. 
No atypical varices were seen on the 
diaphragm. 

An examination of the brain: The 
meninges seemed to be somewhat thick- 
ened and more opaque over the frontal 
and parietal lobes. No definite exudate 
was noted. The dura, there is a viscid 
substance somewhat resembling pus. 
Smears were taken from the exudate 
over the surface of the meninges which 
showed numerous streptococci, showing 
rods and diplococci. A few polynuclear 
leukocytes were also present. 
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The liver showed considerable fatty 
changes in addition to the cirrhosis. 
There was a purulent laryngitis present 
following the middle ear infection. The 
body had been embalmed and for that 
reason cultures could not be made. 

Histological Pathology. The pericar- 
dium is not particularly thickened. The 
myoeardium shows many large muscle 
fibers some of which show considerable 
fragmentation and segmentation. There 
is a slight diffuse increase in interstitial 
fibrous tissue. Occasional leukocytes may 
be seen here and there. An unusual 
amount of fine light brown pigment may 
be seen around the nuclei. Much of this 
pigment around the nuclei in the muscle 
fibers stains blue with a pearl tint show- 
ing that it is iron containing pigment. 
Many of the muscle fibers show vacuol- 
ization and other signs of disintegration 
and degeneration. 

Some of the sections through the lungs 
show considerable leukocytic infiltration 
in many of the alveoli. Irregular bands 
of fibrous tissue are running through it 
and seem to separate the lung tissue into 
coarse lobules. Some of the alveoli are 
empty. The pictures suggest that of a 
broncho-pneumonia. In other areas the 
alveoli contain nothing but masses of red 
blood cells and in still others a consid- 
erable amount of serum. Some foci show 
considerable emphysema and marked en- 
gorgement of the capillaries in the walls 
of the alveoli. Some of the hemorrhagic 
areas show rather indefinite staining of 
the lung framework suggesting infare- 
tion. No iron pigment was seen in the 
lung framework. 

Section through the aorta shows some 
irregular deposits of calcium salts in the 
media. The muscle fibers and elastic 
tima is more or less broken down. In 
fibers are considerably degenerated. The 
boundary line between the media and in- 
some places the intima seems to be more 
or less broken down and _ thickened. 
Towards the surface some accumulation 
of cells consisting mostly of polynuclear 
and mononuclear leukocytes are seen. 
The pearl test shows that there are new 
blood pigment granules in the intima. 

The capsule of the liver is very 
markedly thickened. It is infiltrated 
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with large irregular masses of brown 
pigment granules most of which are 
present in large swollen, elongated con- 
nective tissue cells. In some places these 
pigment masses are free in the inter- 
stitial spaces. There is a marked in- 
crease in fibrous tissue around the por- 
tal spaces, in fact so marked that they 
are often islands of liver tissue sur- 
rounded by heavy -bands of fibrous tis- 
sue. This fibrous tissue is characterized 
by the large amounts of coarse, heayy 
brown pigment granules that are present 
throughout, the pigment granules being 
present mostly in liver tissue spaces; 
though some of them may be seen in ¢on- 
nective tissue cells. There is some pro- 
liferation of the bile ducts. The liver 
cells themselves are somewhat broken 
down. The brown pigment granules may 
be seen in a finer form in the cells of 
the liver. Diffuse fibrosis seems to ex- 
tend right into the lobule of the liver. 
The endothelial cells of the sinusoids are 
distinctly swollen. Some of the liver cells 
contain numerous fat or other vacuolar 
spaces. There is some inflammatory re- 
action especially in the portal areas. The 
pearl test shows most all of the pig- 
ment, particularly that pigment which is 
present in the fibrous tissue masses, is 
iron containing pigment and takes a deep 
blue stain. 

The lobulation of the pancreas is un- 
usually distinet. There is considerable 
fat tissue infiltration. There is a marked 
increase in fibrous tissue among’ the 
acini breaking down in some places. This 
fibrous tissue-is peculiar in that it shows. 
considerable infiltration with coarse 
heavy brown pigment granules similar to 
the fibrous tissue masses in the liver. 
The pigment is deposited not only in the 
elongated pigmented cells in the stroma 
but also in the form of fine pigment 
granules in many of the acinar cells. The 
islands are often surrounded by pigment 
and the pigment granules are also <e- 
posited in’some of the cells of the is- 
lands. The pearl test shows that this 
pigment is practically all iron containing 
pigment. 

The capsule of the spleen is enor- 
mously thickened and shows a dense hya- 
line fibrous tissue, some of which has 
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undergone hyaline degeneration. On the 
outer surface of this hyaline mass there 
is considerable accumulation of mononu- 
clear leukocytes mostly of an endothelial 
type or of the large mononuclear form. 
The trabeculae are not so very promi- 
nent. The Malpighian bodies are atro- 
phied and do not stand out very promi- 
nent. There is considerable cellular 
hyperplasia throughout the splenic pulp 
and abundant deposition of brown pig- 
ment granules. This pigment, however, 
is not nearly as abundant as it is in the 
liver and the pancreas. 

Section of the kidney shows some 
swelling of the cortex. The convoluted 


(Courtesy Pathology Department, University of Kansas) 
Liver section magnification 500 note pigmented granules, 
hemosiderin. 


tubular epithelium shows well marked 
cloudy swelling and in some places more 
advanced degenerative change. There is 
slight diffuse increase in fibrous tissue. 
The cells of the collecting tubules and 
also of the loops of Henle are peculiar in 
that they show considerable deposits of 
brown pigment granules. Irregular 
patches of fibrous tissue may be noted 
here and there, particularly around some 
of the glomeruli. The glomeruli of the 
cells are more or less swollen. They are 
considerably engorged, red cells being 
abundant in the tufts. In some places 
the endothelial cells are swollen. A few 
leukocytes may be seen in the glomeruli. 
The tufts often show a tendency to lobu- 


lation. There is considerable congestion 
both in the interstitial tissue and in the 
medulla. The pearl test shows in a strik- 
ing way that the pigment is limited to 
the loops of Henle, particularly the 
ascending lobe, and is iron containing. 

In the cortex of the adrenal gland 
there is considerable degeneration of the 
cells. Towards the surface most of the 
cortical cells are filled with brown pig- 
ment granules. Another mass of brown 
pigment granules, somewhat lighter in 
character and more diffuse in staining, 
is seen in those cells of the cortex ad- 
jacent to the medulla; otherwise nothing 
abnormal is noted. 

A section through the prostate shows 
considerable desquamation of the cells; 
otherwise nothing abnormal. 

Section through the colon shows con- 
siderable desquamation of the surface 
epithelium. Some pigment seems to be 
present in some of the cells. In the small 
intestine an increase in fibrous tissue in 
the mucosa. The same thing is true of 
the appendix. No iron containing pig- 
ment was seen in the intestine. 

A section taken through the lymph 
gland in the hilum of the liver in the 
neighborhood of the eystie duct shows 
much fibrosis and considerable endo- 
thelial cell hyperplasia and very marked 
accumulation of brown pigment which is 
present in large swollen endothelial cells, 
more abundant around the cortex of the 
gland than in the center. The pigment is 
present in the form of fine granules 
within many large swollen desquamated 
endothelial cells in the sinusoids. 

A section of the meninges shows con- 
siderable infiltration of lymphoid cells 
just underneath the pia, particularly in 
the sulci. 

Anatomical diagnosis: Hemochroma- 
tosis with extensive deposition of hemo- 
siderin in the liver, kidney, pancreas, 
lymph glands and adrenal gland; atro- 
phie cirrhosis; chronic interstitial pan- 
creatitis; bronecho-pneumonia; chronic 
sclerotic perisplenitis; hydroperitoneum ; 
chronic pericarditis; chronic myocardi- 
tis; fragmentation and segmentation of 
the myocardium; acute vegetative endo- 
carditis of the mitral valve; tubular 
nephroses; esophageal varices; chronic 
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hyperplastic gastritis; Meckel’s diverti- 
culum; early anterior-sclerosis; slight 
acute meningitis; otitis media. 
DISCUSSION 

The interesting phase of this case is 
that no pigmentation of the skin was 
noted and therefore one of the main 
diagnostic features being absent the true 
condition of the disease present was en- 
tirely missed. The symptoms were those 
of diabetes mellitus with some inflam- 
matory brain lesion present. 
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Primary Carcinoma of Lung 
C. G. Lerrcu, M.D. 


Department of Pathology, University of Kansas 
School of Medicine 

Primary carcinoma of the lung is a 
disease entity which confronts the gen- 
eral practitioner, the internist, the oto- 
rhinolaryngolist, the surgeon, the roent- 
genologist and the pathologist. 

The great bulk of literature available 
on the subject with reports of cases indi- 
cates rather conclusively that its inci- 
dence is on the increase. That the in- 
crease is due not only to the existence 
of better and more modern aids in diag- 
nosis is indicated by the increase noted 
in the statistics on necropsy material ob- 
tained in this and other countries. It 
cannot be denied that increase in atten- 
tion to the disease has augmented the 
number of cases of it recognized. 

The diagnosis of this condition should 
be made with caution in the absence of 
complete necropsy observation of cases. 
This is largely due to the fact that car- 
cinoma in other parts of the body often 
metastasizes to the lungs and simulates a 
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primary growth in the lungs. The as- 
sistance rendered by even the most com- 
petent pathologist on material obtained 
at biopsy in suspected cases should be 
considered as confirmatory and not as 
conclusive diagnostic evidence. 

Primary carcinoma of the lung was 
vaguely described by: Boyle in 1810, 
Many case reports and statistics have 
been compiled since but the most com- 
plete series is that of Brunn' who in May 
1925 was able to collect 626 cases. 

Brunn showed that 0.04 per cent of 
collected autopsies between 1872 and 
1892 were primary carcinomata of the 
lung. Between 1898 and 1916, .24 per 
cent and between 1916 and 1924, .21 per 
cent of autopsies were primary car- 
cinomata of the lung. Ewing? believes 
that primary carcinoma of the lung com- 
prises 1 per cent of all carcinomata. 

This condition occurs three times more 
frequently in males than in females. 
Ninety per cent of the cases occur be- 
tween the ages of 40 and 80 years. Sixty 
per cent occur between the ages of 40 
and 60 years. 

The location of these carcinomata in 
103 cases cited by Ravdin’ show 54 per 
cent of lesions on the right, 35 per cent 
on the left and bilaterally in 10 per cent 
of the cases. 

Histogenetically primary carcinomata 
are divided into three groups, namely 
those arising from 

1. Bronchial epithelium 

2. Bronchial glands (mucous) 

3. Alveolar epithelium 

McCrae*, Funk and Jackson state that 
perhaps 10 to 15 per cent of all primary 
tumors of the lung arise in the alveolar 
epithelium and that the great majority 
originate in the bronchi and subsequently 
invade the lung tissue. Weller’ consid- 
ers that the ratio in pulmonary carci- 
noma must be as high as ten of bron- 
chogenic origin to one of other origin. 

Ewing states that tuberculosis is the 
chief etiological factor. Many alterations 
in the bronchial epithelium and alveolar 
epithelium are found in old sclerosis, 
atelectases and reparative processes, 
considerable cellular overgrowth often 
being present. In long existing chronic 
bronchitis overgrowth of bronchial epi- 
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thelium is often seen. Likewise over- 
growth and metaplasia of the alveolar 
epithelium is seen in chronic interstitial 
pneumonia suggesting this as a possible 
etiological factor. Trauma, anthracosis 
and irritation from irritating gases are 
other prominent and supposed causative 
factors. Experimental evidence has shed 
very little light on the etiology of these 
carcinomata. Certainly inherent predis- 
position to these lesions must always be 
kept in mind. 
CASE REPORTS 

Case I. C. H. W. Aged 46, by occupa- 
tion a conductor, was admitted into hos- 
pital complaining of pain in right chest 
and choking on eating and coughing. 

Present illness began one and one-half 
years ago following an attack of influ- 
enza when he noted increasing respira- 
tory difficulty and choking spells on eat- 
ing and following excitement. 

Physical examination showed a middle 
aged man of normal nutrition with poor 
dental hygiene. B. P. 150/85. Wass. 4 
plus. w-Ray revealed a circumscribed 
mass in the upper mediastinum which 
projected to the right of the median line 
at the level of the aortic arch. The im- 
pression was aortic aneurysm. 


Three months later he was readmitted 
complaining of dyspnea, swelling of the 
face, neck and abdomen—and pain in 
right side of chest. The pain at this 
time radiated to the right shoulder and 
the right side of neck and face. The 
swelling had been present eight weeks, 
the onset following exertion. Physical 
examination showed, B. P. 120/74, edema 
of face and neck and a rapid respiration. 
Varicose veins were noted over the en- 
tire chest. Tenderness was noted be- 
tween right nipple and sternum. 


He was again admitted three months 
later with dyspnea, hiccough and gener- 
alized puffiness. He had to sit up in bed 
with head bent forward to breathe. On 
physical examination the neck, face and 
upper extremities were edematous and 
pitted on pressure. Superficial varicosi- 
ties were noted over the entire chest wall. 
The heart was enlarged and its rate ir- 
regular. Varicose veins leading to the 
epigastrium from over the chest were 


noted. Dullness was noted over the base 
of both lungs. The liver was enlarged 
and tender. The lower extremities were 
not edematous. 


Death occurred one week after this 
admission. The post mortem examination 
revealed the following findings; marked 
edema of the upper extremities associat- 
ed with considerable edema of upper 
chest and neck. The lower extremities 
were not edematous. The veins of the 
abdomen were dilated and congested. 


The right pleural cavity contained 
about 1400 c.c. of straw colored fluid and 
300 ¢.c. were noted on the left. In the 
upper part of the right chest and close 
to mediastinum there was a large firm 
mass which measured about 13 ems in 
diameter and on cut section was grayish 
and cellular in appearance. This mass 
surrounded the ascending arch of aorta 
and vena cava. The latter was invaded 
and its lumen entirely occluded by the 
tumor tissue. Distal to the occlusion by 
the tumor mass the veins were throm- 
bosed. The mass extends posteriorly be- 
hind the trachea which is somewhat flat- 
tened anteroposteriorly. There was no 
erosion into the trachea or bronchi. The 
esophagus was dilated above the site of 
the tumor. There was a large irregularly 
outlined abscess measuring 12 by 5 cms 
involving the upper lobe of the right 
lung and the posterior portion of the 
superior mediastinum. It contained a 
foul greenish yellow semi-fluid pus. The 
hilus lymph glands were involved in the 
tumor mass on the right. The left azygos 
major vessels were widely dilated. The 
liver was enlarged and had the usual 
nutmeg appearance of chronic passive 
congestion. There was an acute splenic 
tumor. There was considerable coronary 
sclerosis. The kidneys were enlarged. 


Final diagnosis—Primary carcinoma 
of lung (right); occlusion of the superior 
vena cava with extensive collateral cir- 
culation; abscesses of the right lung and 
superior mediastinum; bronchial pneu- 
monia; acute sero-fibrinous pleurisy; bi- 
lateral edema of upper extremities; coro- 
nary sclerosis; acute and chronic myo- 
carditis; parenchymatous degeneration 
of liver and kidneys. 


as- : 
m- 
ied 
be 
as 
"as 
10. 
ve 
m- 
ay 
of 
nd 
he 
er 
er 
es 
n- 
re 
Ss. 
ty 
in 
ay 
nt 
nt 
ca 
Vv 
it A 
- 


162 


Case II. A. T. (colored) aged 44 
years, by occupation truck driver, was 
sent to hospital by Dr. Sam Snider with 
a diagnosis of bronchogenic carcinoma. 
He complained of pain in chest and ab- 
domen, shortness of breath, loss of appe- 
tite and weight and ‘‘lumps’”’ on his left 
shoulder and in his right groin. 

The present illness began 6 weeks ago 
at which time he had lancinating pain on 
exertion beginning in the left axilla and 
radiating to the left costal margin in 
the nipple line, associated with dyspnea 
and relieved by rest. Pain also came on 
in the night and was relieved by lying 
on the left side. He was forced to stop 
work two weeks after onset. The last 
two weeks the chest pains have disap- 
peared but pain persists in the abdomen 
especially the left lower quadrant. The 
dyspnea has gradually increased the last 
two weeks. Blood streaked sputum was 
raised two weeks prior to admission. A 
painless nodule over the left deltoid 
muscle had been present for one month. 
He had lost 40 pounds of weight in the 
last 3 months. 

Physical examination on admission 
showed a well developed, poorly nour- 
ished colored male, presenting irregular 
pupils, marked oral sepsis, anemic mu- 
cous membranes and cervical adenop- 
athy. The chest expansion was dimin- 
ished, most markedly on the left side. 
The right chest was hyper-resonant, tac- 
tile fremitus was increased on the right 
and decreased on the left. The left chest 
was dull on percussion anteriorly and 
posteriorly. Vocal fremitus in- 
creased over the left chest. Extra sys- 
toles were present and the blood pres- 
sure was 110/65. The addomen was dis- 
tended, rigid and tender, most marked in 
the left lower quadrant: The spleen was 
palpable and fluctuating masses were 
present over the left deltoid muscle an- 
teriorly and in the right groin. 

Laboratory examination showed nega- 
tive urine, R. B. C. 3,950,000, Hgb. 54 
per cent, W. B. C. 22,000 with 71 per cent 
polys on admission. Pathological exam- 
ination of biopsy specimen of mass re- 
moved from left deltoid region showed 
‘‘adenocarcinoma metastatic. ’’ 
Roentgenological examination of chest 
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showed two rounded masses projecting 
into the right chest from the mediasti- 
num. There was hazy infiltration at the 
left extending into the parenchyma. 

The temperature varied between 98° 
and 102° during stay in hospital with 
some elevation of pulse rate and respira- 
tion. The course was that of gradually 
increasing weakness until death. 

Necropsy—4/26/28. Body was that of 
an emaciated colored man about 50 years 
of age. A post operative scar was seen 
over the left deltoid muscle and there 
was a large nodule about 10 em in di- 
ameter over the crest of the right ilium. 
The inguinal lymph glands were mark- 
edly enlarged. 

The abdominal cavity contained about 
200 ¢.c. of straw colored fluid. The liver 
extended below the costal margin. 

The left lung was collapsed, the cavity 
containing approximately 300 ce. of 
straw colored semi-coagulated fluid. 
There was a fibrinous exudate over the 
surface of the lung. About 1 em from 
the bifureation of the trachea in the 
right bronchus there was a tumor nodule 
measuring 1 em in diameter which in- 
volved the bronchial epithelium. This 
connected with a mass 20 em in diameter 
in the upper lobe of the right lung which 
was fairly well circumscribed and on cut 
section was grayish and cellular in ap- 
pearance. Numerous small nodules were 
seen in the lung substance, one being 
closely associated with a healed tuber- 
cular nodule at apex of the right lung. 
The mediastinal lymph glands were en- 
larged. Metastases were notéd in the 
inguinal lymph glands, over the crest of 
the right ilium, in the adrenals and kid- 
neys. Direct extension into the bodies of 
the sixth and seventh dorsal vertebrae 
were noted. 

Final Diagnosis—Primary carcinoma 
of lung (bronchogenic) with metastases 
to lymph nodes, adrenal gland, kidney, 
crest of the ilium and extension into 
bodies of the sixth and seventh dorsal 
vertebrae — Parenchymatous degenera- 
tion of the heart, liver and kidneys. 

Case III. F. R. (white) 68 years, a 
salesman by occupation, was admitted 
to hospital complaining of pain in the 
upper left abdominal quadrant which 
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was said to follow a chest injury. It was 
characterized by intermittent sharp 
stabbing pains in the upper left abdomi- 
nal quadrant radiating to the inguinal 
region on the left and exaggerated by 
moving the body. Vague stomach symp- 
toms were present and there was a loss 
of 50 Ibs. in weight in the last year. 

Physical examination showed a well 
developed and fairly well nourished el- 
derly white male. There was limitation 
of chest expansion on the left side with 
tenderness over the seventh, eighth, 
ninth and tenth ribs. Auscultation and 
percussion were negative. The blood 
pressure was 100/75. The remainder of 
the physical examination was essentially 
negative. 

Roentgenological findings suggested 
probable malignancy of the stomach. Eix- 
ploratory laparotomy revealed meta- 
static nodules in the liver which on 
pathological examination showed an un- 
differentiated medullary carcinoma (the 
picture resembling a sarcoma). The pa- 
tient did not survive the operation. 

Necropsy 2/9/26. The body was that 
of an elderly white male of normal 
skeletal and muscular development. 
There was a left rectus incision 10 em 
in length in which there was a drain. 

The peritoneal cavity was negative ex- 
cept the liver was studded with irregu- 
lar elevated pale granular nodules vary- 
ing from 3 to 15 mm in diameter and 
having on section a pink cellular ap- 
pearance. 

The right lung showed dense fibrous 
adhesions over the upper lobe. They 
were crepitant throughout except at the 
hilus of the left lung where there was a 
hard fibrotic indurated area about 4 em 
in diameter which on cut section appears 
as a firm white cellular area surround- 
ing the bronchus. The hilum lymph 
nodes on the left were enlarged. 

The coronary vessels showed some 
sclerosis. The liver presented many 
metastatic nodules 3 to 15 mm in diame- 
ter, one having been removed at biopsy. 
A rubber tube was sutured into the gall 
bladder and several small stones were 
noted in the gall bladder. The kidneys 
presented numerous. scattered white 
tumor metastases. The adrenals con- 


tained small pink well circumscribed 
cellular nodules resembling metastases. 
The capsule of the spleen was thickened 
and glistening. 

Final diagnosis—Primary carcinoma 
of the bronchial epithelium (medullary) ; 
metastases to the adrenals, liver and 
kidney, interstitial pulmonary fibrosis 
with secondary infection and catarrhal 
pneumonia; cholecystotomy with chronic 
cholecystitis and cholelithiasis; partial 
obstruction of the cystic duct and paren- 
chymatous degeneration of the heart and 
liver. 

DISCUSSION 

Factors involved in reaching an opin- 
ion as to the site of origin of all primary 
lung carcinomas are— - 

1. Position of the growth in the lung 

2. Behavior of the ‘growth with re- 
spect to various structures of the lung 
and 

3. The cell types and manifestations 
including the products of the cells such 
as mucin. 

From the standpoint of gross pathol- 
ogy three types of primary carcinoma 
of the lung must be considered, namely, 
a type associated with the hilum, a nodu- 
lar type in the parenchyma and a diffuse 
type. 

In the type occurring in the hilum, 
which is by far the predominating type, 
the most common site of origin is at the 
first bifurcation of the main bronchus. 
The gross appearance as seen from the 
lumen of the bronchus may vary from a 
roughening of the mucosa to complete 
bronchial stenosis. Intra bronchial poly- 
poid masses are occasionally seen. The 
growth on section is usually yellowish 
white in color except when associated 
with secondary infection where it shows 
necrosis and sometimes cavitation. 

In the nodular type, which is much 
less common, metastases from a primary 


‘lesion outside the lung must always be 


considered, nevertheless convincing cases 
are reported in which small primary 
lesions are found in the bronchi and even 
elsewhere in the lung. 

The diffuse type, which grossly re- 
sembles a late stage of croupous pneu- 
monia may be either unilateral or bi- 
lateral. Microscopically the alveoli in 
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these cases are filled with papillary in- 
growths of cuboidal or columnar epithe- 
lial cells. These cases are rare and even 
the most carefully observed cases are 
questionable as regards the site of ori- 
gin. 

Most of primary carcinomata of the 
lung arise from the bronchial epithelium 
and give a nodular often glandular 
growth. A few may arise from the al- 
veolar epithelium when a more diffuse 
cellular type is obtained. Occasionally 
the tumor may arise from mucous glands 
at the larger bronchi giving a colloid or 
gelatinous type of growth. 

On microscopical examination most 
carcinomas of the lung can be assigned 
as follows; undifferentiated cell carci- 
noma, squamous cell carcinoma result- 
ing from metaplasia, and the cylindrical 
cell types often showing a tendency to 
glandular formation. Cases I and III 
presented here are of the undifferen- 
tiated type, case ITI histologically sug- 
gesting the so-called ‘‘Oat Cell Sarcoma 
of Barnard.’’ Case II illustrates the 
cylindrical cell type with a tendency to 
glandular formation. 

With gross and microscopical findings 
as aids it is impossible to separate into 
definite groups the more advanced cases 
especially the more malignant types. The 
cell types seen are more an indication 
of the degree of differentiation of the 
tumor than an indication of the site of 
origin, wide variations in the degree of 
differentiation of the component cells be- 
ing noted in different areas of the same 
growth. 

Regional extensions are important 
especially in the type associated with the 
hilus oceurring along the perivascular 
lymphatics or in the lumina of the ves- 
sels themselves. Case I illustrates ex- 
tension into, with occlusion of the su- 
perior vena cava resulting in a charac- 
teristic symptomatology and ‘physical 
findings. Compression dilatation of the 
esophagus is also noted in this case. 
Symptoms atrtibuted to referred pain 
due to nerve irritation are occasionally 
seen. Tumor masses are sometimes seen 
in the thoracic wall showing a direct 
continuity with the primary growth, and 
as shown in case II direct extension into 
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the thoracic vertebra occurs. Case I jl- 
lustrates an apparent drop of 30 points 
in systolic blood pressure with increase 
in the size of the tumor mass. 

Changes*in the lung peripheral to the 
new growth are determined largely by 
the degree of obstruction. Emphysema 
is occasionally seen but atelectasis due to 
obstruction is more common. Bronchiec- 
tasis with chronic purulent bronchitis 
and a chronic pneumonitis are occasion- 
ally seen. Abscess formation as_ indi- 
cated in case I is often seen. Involve- 
ment of the pleura with pleural effusion 
is usually seen at death as is shown in 
eases I and II. 

The metastasis in primary carcinoma 
of the lung are numerous and wide- 
spread and occur in approximately 90 
per cent of cases seen at autopsy. The 
liver, skeleton, lungs, brain, kidneys and 
adrenals are the most frequent sites of 
metastases in the order named. Metas- 
tases were seen in skeletal muscle about 
the crest of the ilium and in the deltoid 
muscle in case II. Metastasis may be the 
cause of the initial symptoms of the dis- 
ease and thus direct attention from the 
site of the primary growth as is shown 
in case ITT. 

In patients presenting symptoms and 
signs of pulmonary disease or media- 
stinal disease occurring after the age of 
forty years primary carcinoma of the 
lung should be seriously considered in 
the differential diagnosis. Bronchoscopy 
should aid in the earlier diagnosis of this 
condition since the majority of these new 
growths are primary in the bronchus. 

Examination by the pathologist of 
biopsy material obtained by broncho- 
scopy and surgical removal of metastatic 
glands offer confirmatory evidence in 
the diagnosis of primary pulmonary car- 
cinomata during the life of the patient. 


- Cytological examination of pleural fluid 


offers an aid in the intra-vitam diagnosis 
of the condition. 
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Treatment of Nephritis in Children 


Hvueu L. Dwyer, M.D. 
Department of Pediatrics 

The treatment of nephritis in thildren 
should be directed to the removal of the 
cause, where this can be done, and to tak- 
ing of as much work as possible off the 
diseased kidney so that reparative 
processes will be established and normal 
function restored. In childhood, nephri- 
tis usually follows infection of "the res- 
piratory tract, tonsillitis being a fre- 
quent complaint in the history of nephri- 
tis patients, or occurs as a sequel of 
scarlet fever. 

Too many people who write on this 
subject offer a new classification of the 
disease or a modification of some exist- 
ing classification. Consequently, so much 
confusion has resulted that it is difficult 
to understand all of the terms when the 
subject is discussed. The essential thing 
to know when prescribing for a case of 
nephritis, is what part of the kidney is in- 
volved, or better, what part of the kid- 
ney is most involved, whether the dam- 
age is in the glomerular tufts, or below 
the glomeruli in the tubules or inter- 
stitial supporting tissues. 

It is in the glomeruli that nitrogenous 
waste products are excreted, and if this 
function is interfered with certain symp- 
toms will develop that must be recog- 
nized early. In the cells of the convo- 
luted tubules certain salts are absorbed 
and water is excreted. Damage to these 
tubules results in the accumulation of 
water in the tissues of the body, and this 
condition requires different treatment 
than disease of the glomeruli. 

At the onset, ail cases of nephritis oc- 
curing in children are acute. A division of 
these cases into acute and chronic is not 
important, except for prognosis. Likewise 
the use of the word, parenchymatous, to 
designate a type of nephritis is illogical, 
because both the glomeruli and_ the 
tubules are parenchymatous tissues. 

It is not always a simple matter to de- 
termine the nature of the kidney dis- 
ease. It is very probable that a purely 
glomerular nephritis or a purely tubular 


nephritis is present only during the 
early stage. Severe injury to the glome- 
rulus will be followed by a disturbance 
in the dependent tubular epithelium, and 
if a tubule is destroyed the function of 
the glomerulus attached to it will surely 
be impaired. Finally, disease of glome- 
ruli and tubules, the parenchymatous 
part of the organ, will likely be followed 
by proliferative and reparative processes 
in the interstitial tissue. And if the inter- 
stitial tissue is primarily affected, the 
adjacent parenchymatous structure will 
hardly escape. 

However, it is logical to classify dis- 
eases of the kidney in children into these 
three types, as proposed by Davison and 
Salinger. Even though the pure types 
are seldom encountered, it serves as a 
rational basis for treatment. We can 
soon determine whether end products of 
protein metabolism are being retained 
with the possibility of uremia, or 
whether water and salt retention is our 
chief concern. 

Hematuria and edema are the two 
symptoms that enable us to make the 
classification. (Table 1) If blood cells 
occur in the urine with or without edema, 
it means that the glomerular tufts are 
involved. The tubules and the intersti- 
tial tissue may be affected but hematuria 
to any extent means glomerular nephri- 
tis. If no red blood cells are present on 
repeated examinations, tubular or inter- 
stitial nephritis is present. The pres- 
ence of edema indicates that the salt and 
water are being retained, and the condi- 
tion is one of tubular nephritis. 


The patient with nephritis in which 
both hematuria and edema are absent, 
has interstitial nephritis. 

TREATMENT 

In this paper we shall discuss only 
glomerular and tubular nephritis. The 
eradication of the etiological infectious 
process should always be accomplished 
as soon as the condition of the patient 
permits. If the patient is in fairly good 
condition the tonsils may be removed 
under a general anesthetic even if albu- 
min is present in the urine. If there is 
edema, or if the urine output is scanty, 
the urea or non-protein nitrogen of the 
blood high, or if the salt solution disap- 
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pearance time indicates that there is im- 
pending edema, it may be best to post- 
pone a tonsillectomy. Cases of tubular 
nephritis have been reported in which 
the infection comes from the nasal 
sinuses and these are drained as soon as 
they are discovered. 

The protein in the diet is important 
only in the glomerular nephritis, and 
should not exceed 1.5 gm., per kilo body 
weight, per day. Salt should always be 
restricted although it is not always nec- 
essary to resort to a salt-free diet. Water 
may be given freely in glomerular neph- 
ritis where there is much blood, where 
the urine output is not diminished and 
no edema is present. If there is edema 
water must be restricted. The patient 
should be in bed and kept warm. 

Purgation and hot packs should not 
be used routinely; they tax the patient’s 
strength too much and probably should 
be limited to those cases showing signs 
of uremia. Digitalis, diuretin, calcium 
chloride, ammonium chloride and theocin 
should be tried where edema is present. 
They are safe, easy to administer and 
very often effective. The newer mercurial 
compounds, novasural and salyrgan are 
excellent diuretics but are contra-indicat- 
ed in glomerular nephritis. 

If there is evidence of cardiac failure, 
digitalis should be used. In dosage suf- 
ficient to produce the desired cardiac ef- 
fect it will usually have a favorable ef- 
fect on the edema. In those cases of 
edema that resist digitalis, ammonium 
chloride in doses of 1 gram a day to a 
child of five, will often prove effective. 
When ammonium chloride is absorbed, 
the ammonium is converted into urea by 
the liver, setting the chlorine ions free. 
The chlorine acting as an acid salt brings 
about a physical and chemical change in 
the water-logged tissues, causing them to 
give up their water and sodium chloride, 
with a resulting disappearance of edema. 
Fig. 1 represents a typical result in a 
patient with hematuria and edema. 

Tubular nephritis is much less com- 
mon than the glomerular type. It is this 
type, often referred to as nephrosis, that 
marked edema and even acites are found. 
These patients are as a rule not acutely 
ill and do not have uremia, but run a 
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chronic course with frequent exacerba- 
tions. Some evidence is at hand to show 
that they are caused by a staphylococcus 
infection of the sinuses, in contrast to 
the streptococcic origin of glomerular 
nephritis. 

In the edema of tubular nephritis there 
is no evidence that a protein diet is 
harmful. On the contrary it is believed 
that such patients do better when they 
obtain their full amount of protein. It 
is very important that water and salt be 
restricted. In this type of nephritis 
novasural and salyrgan have given ex- 
cellent results. I have used only salyr- 
gan, alone and in conjunction with am- 
monium chloride and digitalis. Inas- 
much as salyrgan is a salt of mercury, 
it should not be used in diarrhea, severe 
anemia, or during high temperature. It 
differs very little from novasural but is 
said to be less drastic. I have used it in 
% ec. doses in children after digitalis 
and ammonium chloride had been tried 
without much effect. It may be given 
intramuscularly or intravenously and 
should not be used oftener than twice a 
week. Case 2 shows a typical result on 
the urine out-put, and weight, of a 12- 
year-old boy with pericarditis and car- 
diac dilatation, tubular nephritis and 


edema. 
Table I 
Classification of Nephritis in Children 


( Hematuria 
(with or without edema) =glomerular nephritis 


Nephritis 


in children (edema) =tubular nephritis 


No hematuria 
(no edema) = interstitial 


nephritis 
Fig. 1 
Case I. J. W., aged 9 years, showing 
effect of ammonium chloride on weight 
curve and urine output. 


Date Wt. lbs. Intakec.c. Output Medication 
Nov. 8 8 120 125 
9 120 175 
10 280 135 
11 365 120 
12 280 270 Ammom. Chlor. 2 Gm. 
13 400 650 
14 750 1030 
15 800 1400 
16 600 1250 
17 680 1490 
18 590 1370 
19 620 1280 
20 600 1050 
21 60 600 700 
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Fig. 2 
R. T., aged 13 years, showing diuresis 
and weight loss in a nephritic with car- 
diac dilatation, pericarditis and anasarca, 


treated with digitalis and salyrgan. 
Date Wt.lbs. Intakec.c. Output c.c. Medication 
79 390 700 


Feb. 1 Digitalis 

2 240 420 as 

3 470 430 

4 480 1350 ” % e.c. Salyrgan 
5 480 1230 ~ 

6 380 1020 

230 1440 

8 73 760 800 

9 540 700 

10 980 750 al 

11 280 1590 ” % c.c. Salyrgan 
12 630 1100 7 

13 300 780 

14 400 960 

15 260 1075 ” % ¢.c. Salyrgan 
16 610 1370 


21 69 


Internal Derangements of the Knee Joint 
C. B. Francisco, M.D. 

Clinical Professor of Orthopaedic Surgery 

Injury to the knee joint is a rather 
common occurrence in young adults. It 
is especially likely to occur in football 
and basket ball games and also in miners 
who work in low pits. 

It would appear that the general prac- 
titioner is often at a loss to know how to 
manage the injury and has no particular 
plan of classifying the types of injury 
that may occur. This paper will be lim- 
ited to the discussion of injuries to the 
joint proper and no mention will be 
made of loose bodies in the joint or frac- 
tures of the patella or of the bony struc- 
tures forming the joint, such conditions 
being positively shown in the 2-ray and 
come properly within the realm of the 
treatment of fractures. 

Injuries to the structures of the knee 
joint, therefore, consist of tearing of the 
lateral ligaments, rupture of the crucial 
ligaments, one or both, and fracture or 
dislocation of the internal or external 
semilunar cartilages. The x-ray findings 
are, therefore, always negative, except 
that an increased amount of fluid in the 
joint may be indicated by the x-ray. 

The history of the injury is always im- 
portant. It will usually be elicited that 
the knee joint was twisted when in 
flexion and that the pain was severe at 
the time of injury. The patient has to be 
carried from the scene of the accident 
and has the feeling that something gave 
way in the joint or that the joint is out 
of place. 


When the lateral ligaments have been 
torn, swelling occurs very rapidly due to 
the bleeding into the joint and the cap- 
sule becomes very tense. The joint can 
be easily moved at first but later the 
movement is markedly restricted due to 
the effusion in the joint. These cases 
should be immobilized at once, prefer- 
ably by posterior splints and cold appli- 
cations applied over the joint. If the 
capsule remains tense aspiration of the 
joint should be done in order to relieve 
the capsular tension and prevent thereby 
permanent stretching of the joint cap- 
sule. This is important as chronically 
weak knees result from allowing the 
joint to remain distended which causes 
the capsule to become relaxed and pre- 
dispose the joint to recurrent sprains. 
The immobilization should be continued 
for only two or three weeks, passive mo- 
tion should then be started, as sufficient 
healing will have taken place to allow 
motion and thereby prevent the forma- 
tion of adhesions and contractions of the 
other joint structures. At the end of 
three or four weeks active movements 
should be started and urged so that full 
function is gained by the end of the sixth 
week. If this procedure is followed, 
practically no disability will result and 
there will be no tendency toward a re- 
currence of future joint sprains. 


Rupture of the crucial ligaments give 
a different picture. Usually the patient 
feels something give way in the joint; 
the pain is severe, but not lasting and the 
sensation is one of inability to use the 
joint and that it is unstable. Hxamina- 
tion will reveal only slight effusion with 
definite increased movement either for- 
ward or backward of the joint, depend- 
ing on whether the anterior or posterior 
ligament has been ruptured. Seldom if 
ever are both of these ligaments rup- 
tured at the same time and rarely is a 
ruptured crucial associated with a tear- 
ing of either lateral ligament. Fre- 
quently, however, a spine of the tibia is 
torn away at the time the crucial liga- 
ment is injured. These cases require im- 
mobilization in a plaster cast for some 
four or six weeks after which a brace 
with a locked joint should be worn over a 
period of six or eight months, and then 
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a knee cage is often required for an in- 
definite time on account of instability 
of the joint. Long immobilization results 
in tightening of the joint capsule and 
makes the joint more stable by limiting 
the range of motion. This type of injury 
produces a permanent disability of a 
considerable degree and is not amenable 
to surgery, as attempted surgical recon- 
struction of a crucial ligament is usually 
disappointing, and never completely re- 
lieves the disability. 


Fracture or dislocation of the internal 
semilunar cartilage is the most fascinat- 
ing type of knee joint injury. It gives a 
classical picture although often associat- 
ed with a spraining or tearing of the 
lateral ligament, for the reason that the 
cartilage is attached to the respective 
lateral ligament. The injury occurs with 
the knee in flexion and inclined inward 
or outward. Ninety per cent of the in- 
juries are of the internal cartilage as it 
is more loosely attached than the ex- 
ternal one. The pain is severe at the 
time of the injury and the joint locks, 
that is, in about 75 per cent of the cases 
the joint can neither be flexed or ex- 
tended and in none of the cases can the 
joint be completely extended. Occasion- 
ally the cartilage can be felt protruding 
between the condyle of the femur and 
the head of the tibia and can sometimes 
be reduced by manipulation of the joint. 
The manipulation consisting of reversing 
the motion that dislocated the cartilage. 
If reduction cannot be accomplished the 
knee should be put at rest for a few days 
and then motion allowed which will re- 
sult in the cartilage being released and 
it will resume its normal position if a 
simple dislocation has occurred. If the 
symptoms subside in ten days or two 
weeks one can be sure that the injury 
was only a dislocation and if it is the 
first offense then a knee cage should be 
worn for six months in order to prevent 
acute flexion of the joint. If this is not 
done recurring dislocations will likely 
occur and removal of the cartilage be- 
comes necessary to prevent disability. 
On the other hand if the joint remains 
painful over the injured cartilage and 
complete extension is not possible at the 
end of three or four weeks then one can 
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be sure that a fracture of the cartilage 
has occurred and the joint will not be- 
come symptom free until the cartilage is 
removed. 


I would like to urge that the profes- 
sion generally be more careful in the 
management of injured cartilage cases 
Usually the patient’s story is, ‘‘that the 
knee was locked after the injury and the 
M. D. said an operation would be nec- 
essary to relieve the condition but that 
they went to an osteopath who put it 
right in a few days and that the knee 
was just as good as ever until they in- 
jured it again.’’ The facts in the case 
are that no one can tell at the time of 
injury whether the cartilage is simply 
dislocated or whether it is fractured, 
however, a few days always tells the 
story. If it is fractured, then the knee 
never gets right until it is removed as 
a fibrous union always results from the 
fracture which produces a thickening of 
the cartilage for which there is not room 
in the joint space and results in a more 
cr less constant disability. No osteopath 
can put these joints right but one does 
not hear them criticized for the failure 
nearly as much as they are praised for 
their apparent success in the eases that 
would get right just as quickly if left 
alone. 


The operative technique of removal of 
semilunar cartilages will not be gone 
into. Suffice it to say that it should al- 
ways be done with the strictest aseptic 
details; no instrument or gauze that 
goes inside the knee joint should come in 
contact with the skin or the gloved hand 
of the operators or nurses. A tourniquet 
should be applied and left on until all of 
the layers of the incision are sutured. A 
cast or splint is not necessary if a whole 
roll of cotton is wrapped around the 
joint after the usual dressings are ap- 
plied, as this furnishes a_ sufficient 
amount of immobilization. The cases can 
be allowed up on crutches in ten days; on 
a cane in three weeks and full function 
in six or eight weeks. The end result 
is satisfactory in that they have no dis- 
ability for any ordinary work or play, 
but continued forced stress will cause the 
joint to give out quicker than its mate in 
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which the cartilage has not been re- 
moved. 

Below is an abstract which is typical 
of a case that was operated at Bell Hos- 
pital recently. 

B. W. A., age 18 years. Student. Ad- 
mitted to hospital, March 11, 1929. Had 
left semilunar cartilage removed March 
12th, 1929; discharged from hospital, 
March 23, 1929. April 16, 1929, has no 
pain but still uses a cane as knee feels 
a little weak. 

He gave the following history: That 
two and a half years ago injured left 
knee playing football; in bed one week 
with the joint swollen and painful, then 
about as usual but for a time his knee 
seemed weak and the joint came out 
frequently but osteopathic treatments re- 
lieved it. A year later (1% years ago) 
injured knee again, severely, could not 
straighten it for a week and joint was 
swollen but chiropractor kept him from 
going to bed and soon put it right and 
he had no trouble until four months ago, 
December, 1928, when the knee gave way 
under him when turning suddenly, play- 
ing basket ball. The joint locked and 
was swollen and he has been on crutches 
practically all the time since. 

On examination is a well developed 
and nourished lad, negative in every way 
except for left knee which presented 
definite capsular. thickening over inner 
side of joint; complete extension of the 
joint not possible (lacks 20 degrees) ; 
definitely painful over internal semi- 
lunar cartilage. wv-Ray of joint entirely 
negative. Diagnosis: Fractured internal 
semilunar cartilage left knee joint. Ad- 
vised immediate removal. 

Summary: Injuries of the knee joint 
structures should be properly diagnosed 
and treated definitely in accordance with 
the structures injured. Failure to do so 
often result in chronic disability. Sur- 
gery is indicated only in fractured semi- 
lunar cartilages or in recurring disloca- 
tion of the semilunar cartilages. 

R 
Dreams Do Come True 

The Hoffmann-LaRoche Chemical 
works have secured a tract of land at 
Nutley, New Jersey, 12 miles from New 
York City and are there erecting their 
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new laboratories. Ground was broken 


-with appropriate ceremonies last Novem- . 


ber and the construction work has been 
pushed with such vigor that it is hoped 
the Company will be able to move from 
their present quarters, 19 Cliff Street, 
New York City, to New Jersey early in 
May. Dr. Emil Barell, director of the 
Hoffmann-LaRoche activities in Europe, 
was present at the November ceremonies 
and turned the first shovel full of earth. 
Mr. Kilmer H. Bobst, general manager 
of the Company, made an address full 
of hope and faith in the growth and suc- 
cess of the Roche organization. 

This Company manufactures a large 
number of council accepted products that 
are advertised in the official State Medi- 
eal Journals and readers of this Journal 
will naturally be interested to know of 


the new developments which make it pos- 


sible for the Hoffmann-LaRoche Com- 
pany to greatly increase their produc- 
tion. This has been their dream and now 
the dream has come true. 
Conservative Treatment of Otitis Media 
of Infants 
B. Summers, M.D. 
Department of Pediatrics 

In the past few years a myriad of ar- 
ticles have occurred in the literature on 
otitis media and its sequelae. Every day 
more and more stress is being placed on 
the seriousness of acute otitis media. The 
list of symptoms that are supposedly the 
result of otitis is increasing daily until 
now it is quite large. Many go so far as 
to say that any obscure fever in an in- 
fant without apparent cause must arise 
from a disturbance in the middle ear 
cavity or mastoid antrum. Formerly it 
was thought to be a pyelitis and a gen- 
eration ago it could be easily accounted 
for by erupting teeth. Many to this day 
depend on dentition for unaccounted for 
fevers. At the present time otitis media 
or hidden mastoid seems to be the vogue. 
To place the blame of an obscure tem- 
perature on the teeth is ordinarily de- 
void of danger, also to say the infant 
kas pyelitis and to alkalinize the urine 
does little injury to the patient even 
though the diagnosis be wrong, but to 
say it is an otitis media and proceed to 
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lance both drums or do a double anthrot- 


omy may lead to serious consequences. 


unless actual pathology be present. It 
is for this reason that I am writing this 
paper so that we can be more conserva- 
tive in our treatment of ear infections, or 
conditions thought to be the result of 
ear infection or hidden mastoids. 

It seems to me that we are taking un- 
fair advantage of the helpless creature 
who cannot express his or her feelings or 
desires, or contradict any statement 
made by the doctor. I feel as though 
some brave soldier should volunteer his 
assistance. The mother of course being 
all confident in the doctors advice and 
management, willingly consents to any 
procedure whether it be ear drops or a 
paracentesis. Granting that either of the 
two procedures is thought best would it 
not be more rational to consider otitis 
media as a complicating condition rather 
than primary and to treat it as such? 

In this radical treatment all proce- 
dures are directed to the ear and not to 
the primary cause of the trouble which is 
the posterior nares and naso-pharynx. 

The newer idea of medical practice is 
prevention i. e. the treatment of the pri- 
mary condition thus preventing compli- 
cations. When complications have de- 
veloped our primary duty is to find first 
the cause and direct our treatment there. 
For instance in rheumatism do we not 
first search for a focus of infection, the 
G. I. or G. U. tract, teeth, tonsils, ete., in- 
stead of treating the secondary condi- 
tion? The same idea should prevail in 
the case of an otitis. We all agree that 
otitis is a complicating disease with 
measles, scarlet fever, diphtheria, ton- 
sillitis, ete., but many of us fail to realize 
the fact that it is far more frequent ac- 
companying a head cold or coryza. Do 
we not see a hundred infants ill with a 
simple coryza to one with an acute ex- 
anthem? In our scientific search for the 
unusual we neglect the importance of the 
every day case. This article may seem 
out of line for a pediatrician but do we 
not as pediatricians see far more acute 
colds and red ear drums than the ear 
specialist? May I mention also along 
with coryza, the frequent cases of ton- 
sillitis and pharyngitis. We see an in- 


fant that has been ill two or three days 
and on examination find an inflamed ear 
drum accompanying a head cold or 
coryza. Do we not make much comment 
about the red ear drum and only casually 
mention the nasal obstruction, suggesting 
ear drops or even go so far as to perfor- 
ate the drum? Is it not more logical to 
consider the nasal inflammation of pri- 
mary importance and treat it energetic- 
ally thus preventing injury to the nasal 
mucous membrane and entrance of the 
infection into the middle ear through the 
eustachian tube? 

This to me is similar to a doctor treat- 
ing the infection of the eyes in measles 
with nothing else than dark glasses or a 
dark room using no medication in the 
eyes. Would it not be more important to 
treat the infected eyes and keep the room 
properly lighted? In a similar respect 
would it not be more rational to treat the 
posterior nares and see the otitis im- 
prove? 

During the present epidemic of 
measles I have not had a single case of 
purulent otitis media, merely because of 
proper care and attention to the nasal 
inflammation. 

For the past five years I have had the 
supervision of a baby home accommodat- 
ing fourteen beds which are practically 
filled throughout the year. In looking 
over past records I have had the care of 
approximately 400 infants with only 
three incidences of purulent otitis. I can 
only account for this scarcity of middle 
ear infections because the above proce- 
dure in treating the posterior nares was 
carried out. Institutional infants are sub- 
ject to upper respiratory infections and 
epidemics of colds of which we have had 
our share but by proper medication we 
have prevented middle ear infections. 

In my practice I have a daily clinic 
where I see on an average from ten to 
twenty infants and children and the oc- 
currence of otitis media purulenta is so 
uncommon I give it very little thought. 

Do not misunderstand me; I do see 
quite a number of red ear drums but I 
have hever made it a practice to lance 
them; instead I direct my therapy to the 
posterior nares, and in that way direct 
my medication to the primary focus. One 
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thing I am frank to admit and that is I 
find it quite a difficult matter to be posi- 
tive of my ear findings and especially is 
this true with very young infants. Never- 
theless, regardless of whether I get a 
clear view of the drum or not my therapy 
is directed to the nose and not the ear. 
IT am a true believer in mother nature 
with a little assistance from her doctor. 
I do lance ear drums or have them lanced 
by a competent ear man but the occa- 
sions are infrequent. In other words 
otitis media purulenta and mastoid in- 
volvement in my experience are rare 0c- 
currences. I feel as though a more con- 
servative treatment of otitis will be more 
beneficial for the little patients. I am 
very firm in my belief that too much 
surgery is being done on these infants 
without justification. Are the qualifica- 
tions of a good surgeon judged by his 
ability from a mechanician stand point? 
No! a good surgeon is one who has sur- 
gical judgment i.e. the one who knows 
the proper time to operate. Is this not 
true in appendicitis and chest empyema 
cases as well as many other surgical con- 
ditions? The same judgment should pre- 
vail in the-case of inflammation of the 
middle ear. To lance the drum merely 
because it has lost the natural lustre or 
because it is reddened is to me poor sur- 
gical judgment and is inviting trouble. 
Therefore let me in conclusion plead for 
a more conservative treatment of doubt- 
ful ear drums. 


MEDICAL SCHOOL NOTES 
Dr. Thomas G. Orr spent a few days 
at the Augustana Clinic in Chicago, IIli- 
— and Mayo Clinic, Rochester, Minne- 
sota. 


Dr. Claude F. Dixon, ’21, now has 
charge of one of the surgical sections at 
the Mayo Clinic. Dr. Ralph G. Ball, ’27, 
has a Fellowship in Medicine at this 
Clinic. 

Dr. William J. Engle, ’26, is spending 
another year at Cleveland Clinic, Cleve- 
land, Ohio. Dr. Engel is on Dr. G. W. 
Crile’s service. 


Dr. Edward H. Hashinger read a 
paper before the combined Sumner and 
Harper Medical Societies, Harper, Kan- 
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sas, March 20th, under the auspices of 
the University Extension Course, on 
Aortitis.”’ 


Dr. Ralph H. Major read a paper be- 
fore the Omaha-Douglass County Medi- 
cal Society, March 26th, on ‘‘Observa- 
tions on Arterial Hypertension.’’ 


Dr. Lawrence P. Engel read a paper 
before the Decatur-Norton Medical So- 
ciety on Goiter, April 10th. 


Dr. Ferdinand C. Helwig, ’22, Asso- 
ciate Professor of Pathology, attended 
the annual meeting of the Association of 
American Pathologists and Bacteriolo- 
gists in Chicago recently. 


Dr. Karl A. Menninger, lecturer in 
psychiatry, was in New York in March 
attending the meetings of the American 
Orthopsychiatrie Association and the 
New York Neurological Society. Dr. 
Menninger read papers before both of 
these societies. ; 


Dr. Francis Pottenger of Monrovia, 
California, a specialist in tuberculosis, 
was the guest of the Jackson County 
Medical Society on March 26th. Dr. 
Pottenger addressed the junior and 
senior students at noon. 

Dr. Franz Haslinger of Vienna, a 
guest of the Kansas City Hye, Ear, Nose 
and Throat Society, visited the Medical 
School recently. Dr. Haslinger is laryng- 
ologist to the Hajek Clinic in Vienna and 
is the inventor of the Haslinger broncho- 
scope. Dr. Haslinger demonstrated this 
bronchoscope to the medical students. 


R 
DEATHS 

Harry L. Hawley, Englewood, aged 64, 
died suddenly February 27. He grad- 
uated from Kansas City Medical College, 
Kansas City, Mo., in 1896. He was also 
a registered pharmacist. 

Ira L. Maxson, Larned State Hospital, 
aged 59, died March 4, from diabetic 
coma while on a visit in Wichita. He 
graduated from Hahnemann Medical 
College, Kansas City, Mo., in 1901. He 
was a member of the Society. 

William Henry Harris, Kiowa, aged 
70, died January 9 of nephritis. He grad- 
uated from American Medical College, 
St. Louis, in 1881. 
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THE MEDICAL SCHOOL NUMBER 

For several years the May number of 
the Journal has been designated the 
Medical School Number and _ practically 
all of the material it contains is con- 
tributed by members of the faculty. 

Kivery niember of the Society should 
fully appreciate the fact that there is an 
intimate relationship between the medi- 
cal school and the medical profession of 
the state, and particularly between the 
medical school and the Kansas Medical 
Society. 

It is inevitable that the medical school 
shall play an increasingly important part 
in the progress of medicine in this state. 
With the increasing number of its alumni 
its influence in medical affairs must be 
more and more pronounced. In its early 
history the school was largely dependent 
upon the medical profession for the po- 
litical influence and support required to 
secure necessary appropriations and is 
still to some extent so dependent. But 
it is now recognized as one of the State’s 
most important institutions which the 
legislature dare not fail to provide for. 
On the other hand the medical profession 


must continue to grow more and more 
dependent upon the medical school. Sci- 
entific medicine is developing so rapidly 
and along such widely diverging lines 
that no individual effort will suffice to 
keep in touch with the outposts of ad- 
vanced knowledge. In this as in other 
states it will devolve upon the medical 
schools to serve as supply stations or 
clearing houses, where the results of 
clinical and laboratory research will be 
assembled, classified and arranged for 
practical application. The service of a 
medical school has only begun with the 
training of students and in the future 
that will be only an incidental part of its 
function. 


POSTGRADUATE MEDICAL EDUCATION 


The. progress of knowledge in the 
medical sciences is so rapid that most 
physicians recognize the need of periodic 
attendance at meetings where they can 
acquire a reliable interpretation and sig- 
nificance of recent medical dev elopments. 
No better evidence of this thirst for 
practical knowledge, emphatically and 
concisely put by great clinical teachers, 
can be afforded than by the packed audi- 
ences of physicians attending such popu- 
lar meetings as those of the Tri-State 
Medical Society where several thousand 
have been known to attend at one time. 
The earnestness of these men is further 
shown by the manner in which these 
practitioners crowd into these clinics 
from 7:00 a.m. to 10:00 p.m., many often 
carrying their lunch with them so they 
will miss nothing. 

This intense ery for efficient medical 
instruction for practitioners has made a 
deep impression on the authorities of 
many state universities and has awak- 
ened in them the realization that it is 
just as much their duty to keep the doc- 
tors in practice educated, as to educate 
them in the first place, and that they 


; 
( 
0 

1] 

4; 

t 
th 
0! 
hi 

Sa 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 173 


should afford the practitioner an oppor- 
tunity to keep up with the recent devel- 
opments in medicine. Accordingly, the 
Extension Division of the University, 
collaborating with the Medical School, 
has offered courses in medicine as well 
as in academic subjects. 

The development and adequate in- 
struction in medicine for postgraduates 
is much more difficult and complex than 
in the more academic fields. The prob- 
lems arising from such courses are far 
more difficult to surmount than those 
involving undergraduate medical instruc- 
tion. The students are much more criti- 
cal, the amount of clinical material need- 
ed is much more extensive and varied, 
and complications both economic and 
professional are very apt to arise and 
lead to adverse criticism of the work 
done. 


This attempt of universities to enter 
into postgraduate medical instruction is 
largely in the experimental state and 
mistakes are apt to occur. Various types 
of courses are offered. Some _ schools 
give a graded, carefully supervised 
course of one to three years, adaptable 
to only a chosen few, who are usually 
specialists. Such a course is manifestly 
impractical for the great bulk of practi- 
tioners. 

Other schools offer circuit courses 
which bring. the instructors directly to 
the home of the doctor and relieve him 
of the necessity of leaving his patients 
while he is getting this instruction. In 
Kansas this was carried out recently in 
one specialty and in less than a year’s 
time almost twenty-five per cent of the 
practitioners of the state had enrolled 
in this course with almost universal en- 
thusiasm over the results obtained. The 
trouble with this system is the scarcity 
of real, genuine clinical teachers, who 
have the inclination and can afford to 
sacrifice their own practice to give this 


instruction. For this reason -further 
courses of this type had to be at least 
temporarily discontinued. 

Short intensive courses in various spe- 
cialties have been offered in the Medi- 
eal School with varying success. Such 
courses are given by men of unques- 
tioned professional standing and of ex- 
ceptional teaching ability. These courses 
have also given general satisfaction but 
reach relatively few physicians. Here 
again suitable instructors are scarce. 

Another method that has been used is 
a week of intensive clinics given in the 
Medical School during the vacation pe- 
riod. This has certain advantages but 
manifestly is suitable only to a relatively 
small number of physicians. The open- 
ing of the facilities of the School to a 
relatively small number of practitioners 
who attend the clinies and classes of the 
undergraduate students has been tried 
and one man in particular, after being 
here a month, could not say enough about 
the value of the experience he acquired 
while mixing with the other students. 

It should be recalled that up to the 
past decade there was little opportunity 
for postgraduate instruction in this coun- 
try. Then the recourse for the average 
man who had the irresistible urge for 
more medical information was to give up 
practice and go abroad. Now numerous 
opportunities are being developed at 
home and increasing numbers of men are 
availing themselves of this opportunity. 

Some postgraduate instruction is be- 
ing offered by the medical profession it- 
self, either under the auspices of the 
state medical society or some other rec- 
ognized medical organization. Whether 
such courses are better adapted to the 
general practitioner and have advan- 
tages over those offered by the exten- 
sion divisions and medical schools of the 
country remains to be seen. The former 
are apt to be more immediately practi- 
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eal, but, on the other hand, the univer- 
sity has a primary educational interest 
in such courses while in the various med- 
ical bodies the educational motive is not 
always uppermost. It will be of interest 
to all concerned to note the progress of 
these courses. The medical schools are 
particularly interested in ascertaining 
the reaction of the practitioner toward 
these courses and will welcome any sug- 
gestion or criticism of this type of in- 
struction. 


H. R. 


SOCIETIES 
CLAY COUNTY SOCIETY 
The Clay County Medical Society held 
its monthly meeting at the Clay Center 
Community Hospital, April 17, at 8 p.m. 
The program, which was indeed very in- 
structive and enjoyable, consisted of a 
lecture on ‘‘Toxemias of Pregnancy,’’ by 
Dr. Buford Hamilton of Kansas City, 


Mo. 
X. Ousen, Secretary. 


CENTRAL KANSAS SOCIETY 

Central Kansas Medical Society met at 
St. Anthony’s Hospital at Hays, on 
March 26. 

Dr. Emmet F. Robinson of Kansas 
City, Mo., read a very instructive paper 
on Surgery of the Stomach. Dr. Fred- 
erick C. Narr of Kansas City, Mo., read 
a paper, accompanied by lantern slides, 
on Renal Pathology. 

Forty members and several visitors 
were present. 

Dinner was served at the Brunswick 
Hotel for the Society and the Ladies’ 
Auxiliary. 

F. K. Secretary. 


WILSON COUNTY SOCIETY 

The Wilson County Medical Society 
met March 12th at the Loether Hotel for 
supper and regular session. Several mat- 
ters of importance were talked over. It 
was decided to co-operate with the 
County Superintendent in giving the 
country schools of the county medical in- 
spection of the children this fall. A com- 


mittee was appointed and we think this 
will be carried out. 

The matter of newspaper education of 
the public on health matters was dis- 
cussed and a committee is now getting 
data from the A.M.A. and other sources 
regarding how best to do it. 

April 8th the members of the Society 
and their families and invited guests met 
at the Methodist Church at Altoona to 
celebrate Dr. W. H. Addington’s fiftieth 
year as a practicing physician. Mrs. Ad- 
dington, who suffered a broken hip three 
months ago, was brought to the meeting 
in a wheel chair. She is 75 years old and 
the doctor the same age. Two more 
cheerful folks you never saw. Banquet 
by the Methodist ladies. Dr. F. M. Wiley 
acted as toastmaster and the program 
went off splendidly. The guests were 
Mrs. F. T. Allen of Neodesha and Mrs. 
M. L. Somers of Altoona, whose hus- 
bands were pioneer physicians of this 
county; Dr. Thos. Blakeslee of Neodesha, 
who arrived in Altoona fifty-nine years 
ago fresh from Rush Medical College, 
with a silk hat and on a load of flour 
muled in from Humboldt; Mr. and Mrs. 
Paul Wiley; Drs. L. D. Johnson and 
J. N. Sherman and their wives. After 
those on the program had their say, the 
toastmaster called on guests and mem- 
bers for remarks. Mrs. Addington was 
presented with a lovely corsage of 
flowers and a charming young lady 
pinned a rosebud on the doctor; at the 
close, Dr. and Mrs. Addington were pre- 
sented with a basket of beautiful flowers 
and the doctor an easy chair. 

So many nice things were said about 
the honor guests, their ears should tingle 
for a long time. After sincerely congrat- 
ulating the good doctor and his wife 
upon their long and honorable career in 
the service of humanity, the meeting ad- 
journed. 

K. C. Duncan, Secretary. 


DICKINSON COUNTY SOCIETY 


The Dickinson County Medical So- 
ciety met in Herington, April 11, at the 
Hotel Worthington where dinner was 
served. Dr. Geo. Goodsheller of Marion, 
read a paper on a ‘‘Case of Pernicious 
Anemia.’’ Dr. J. Park Neal of Kansas 
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City, Mo., read a paper on ‘‘Surgical 
Emergencies of the Acute Abdomen.’’ 
The Society then went to the Herington 
Hospital where Dr. Neal conducted a 
surgical diagnostic clinic. 

Dantet Pererson, M.D., Secy. 


STAFFORD COUNTY 


Society met in St. John Thursday eve- 
ning, April 11, with the following mem- 
bers in attendance: F. W. Tretbar, J. J. 
Tretbar, Stafford; M. M. Hart, Macks- 
ville; L. EK. Mock, R. E. Stivison, J. T. 
Scott, St. John. G. KE. Paine, Hutchin- 
son, W. F. Bernstorf, M. C. Jenkins, Dr. 
Joslin, Pratt, Dr. Ireland, Coats, were 
guests. 

Dr. Paine read a paper on Malta 
Fever and called attention to the fact 
that this disease is not rare and is fre- 
quently diagnosed as Typhoid Fever. He 
spoke of different types and in the worst 
type the tendency was to recurrence and 
ultimate death. It is believed to be a 
milk borne disease and in blood examina- 
tions patients frequently show positive 
reactions but do not contract the disease, 
which he thinks is due to the fact that an 
immunity has been gradually developed. 


This disease is new to this country, at 
least as far as diagnosis is concerned. 
The paper was ably discussed by Dr. 
Bernstorf, who was only acquainted with 
it from information he had acquired from 
medical literature. 

Other physicians present felt that they 
had possibly treated such cases as the 
diagnosis they made did not exactly fit 
the clinical course that followed. One 
physician called attention to the case of 
the father of Publius, the chief man of 
the island, whom St. Paul treated and 
healed after being shipwrecked on the 
island of Malta while on his way from 
Cesarea to Rome as a prisoner (Acts 
28:8, 9), and expressed the opinion that 
these were probably cases of Malta fever. 
No specifie treatment is known. 

It was an interesting and profitable 
meeting. Our May meeting will be held 
on the evening of the third Thursday so 
as not to conflict with the State meeting 
at Salina. 

Dr. Embry of Great Bend and Dr. 


Ireland of Coats will read papers and the 
publie will be invited. 
J. T. Scort, Secretary. 
B 
TUBERCULOSIS ABSTRACTS 
Dr. Fred Heise, who contributes this 


number, is Chief Resident Physician of 


Trudeau Sanatorium, the first institu- 
tion of its kind established in this coun- 
try. From the little red cottage built by 
Dr. Trudeau in 1885 for the treatment 
and eare of two patients, this institution, 
located in the heart of the beautiful 
Adirondacks, has grown to one of many 
buildings and has acquired a world-wide 
reputation. Dr. Heise, while admitting 
that the history is only suggestive in the 
diagnosis of tuberculosis, insists upon 
its importance and interprets the mean- 
ing of the several symptoms, which, like 
warning semaphores, direct attention to- 


ward the pathological conditions of this 
many-phased disease. 

THE VALUE OF THE HISTORY IN THE 
DIAGNOSIS OF PULMONARY TUBERCULOSIS 
Pulmonary tuberculosis may exist 

wtihout any suggestions of ill health on 
the part of the patient, either in the im- 
mediate past or present. So it can be 
said that one must not expect to discover 
pulmonary tuberculosis only in those hav- 
ing suggestive histories. 

It must be remembered that pulmo- 
nary tuberculosis very infrequently goes 
on to complete resolution perhaps in 
young children. The more frequent oc- 
currence is quiescence or arrest of the 
disease for varying periods of time, be- 
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tween which progression of the disease 
may take place. It is remarkable what 
extensive disease may exist with but a 
very short and indefinite history of im- 
paired health; again it is a fairly com- 
mon occurrence to have only a_ small 
area of lung involvement and marked ill 
health for long periods of time. In the 
long run, however, the more extensive 
or intensive the disease, the more cer- 
tain are symptoms to occur. 


HISTORY IS SUGGESTIVE 


A diagnosis of pulmonary tuberculosis 
should not be made on the history alone. 
At the most, the history can be only sug- 
gestive, and other methods of diagnosis 
must be employed for confirmation. How- 
ever, when pulmonary tuberculosis is 
known to be present, the history may be 
of incalculable benefit in determining the 
activity of the disease, but it is by no 
means an infallible guide even here. The 
constitutional symptoms, fever, undue 
fatigue, rapid pulse, loss of weight, 
night-sweats, ete., emphasize the fact 
that the individual is ill but draw one’s 
attention to no special organ. The occur- 
rence of such localizing symptoms as 
cough, expectoration, hemoptysis, pleu- 
risy, focus our attention upon the lungs. 
Yet we know that such symptoms may 
occur whenever the parenchyma of the 
lung becomes involved with other infec- 
tions, tumors, ete. Nevertheless, the 
practice of making a presumptive diag- 
nosis of pulmonary tuberculosis is justi- 
fied under certain conditions. We know 
that even today, in spite of its diminish- 
ing mortality, pulmonary tuberculosis is 
the most frequent chronic pulmonary in- 
fection. Pneumonia, influenza and strep- 
tococcie infections have a tendency to 
occur in endemic or epidemic form. In 
their absence, pulmonary tuberculosis 
must always be thought of when pro- 
longed cough and expectoration, and 
especially hemoptysis or frank pleurisy 
occur. 

NO INFALLIBLE SYMPTOMS 


There is no characteristic cough nor 
sputum typical, on microscopic examina- 
tion, in pulmonary tuberculosis. Nor is 
there a typical hemoptysis or pleurisy. It 
is a known fact, however, that tuber- 


culosis is one of the most frequent causes 
of hemoptysis, and whenever hemop- 
tysis occurs, tuberculosis must be ex- 
cluded. Kspecially is this true of hemop- 
tysis without apparent cause. The same 
may be said of pleurisy, and especially 


’ of wet pleurisy. Probably six to nine in 


every ten instances of hemoptysis of a 
teaspoonful or more, of pleurisies with 
effusion occurring without known causes, 
may be attributable to pulmonary tu- 
berculosis. It must never be lost sight 
of, however, that pulmonary tubercu 
losis may occur without hemoptysis of 
any amount and without pleurisy of any 
description and, what is even more sur- 
prising, without recognized cough or ex 
pectoration. Cavities may even exis{ 
under these conditions. 


SYMPTOMS DEMAND SEARCH FOR CAUSE 

Public health agencies used to im- 
press us with the idea that the occur- 
rence of fatigue, loss of weight and 
strength, nightsweats, anorexia, fast 
pulse and slight fever spelled the onset 
of tuberculosis. In many instances, of 
course, it does. For these are the com- 
mon symptoms of systemic intoxication, 
whose seat of origin may be anywhere 
but is frequently in the lung. Not one of 
the above-mentioned symptoms is in the 
least more characteristic of pulmonary 
tuberculosis than of some other disease. 
Nevertheless, they do signify an alarm- 
ing condition whose real nature must be 
searched for. But if by other means pul- 
monary tuberculosis has been discovered, 
the occurrence of these symptoms aids 
tremendously in evaluating the activity 
(progress) of the process. It must be 
borne constantly in mind that for vary- 
ing periods of time pulmonary tubercu- 
losis may be progressive without the 
occurrence of constitutional symptoms, 
or with such slight occurrence as to 
cause them to be overlooked by the pa- 
tient. 

SUMMARY 

There are no typical symptoms in pul- 
monary tuberculosis. 

The constitutional symptoms point out 
that: the patient is suffering from an 
active lesion. 

The localizing symptoms indicate a 
pulmonary or pleural lesion. 
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Hemoptysis or pleurisy with effusion 
should be looked upon as tuberculous 
until proved otherwise. 

The constitutional symptoms are not 
diagnostic of the disease but afford a 
good index of its activity. 

FAMILY HISTORY IS SIGNIFICANT 

Other interesting things pertaining to 
diagnosis and in a way helping to sub- 
stantiate it may be gleaned from the 
history. We know, for instance, that a 
family history of tuberculosis usually 
means prolonged and intimate exposure 
and that these conditions predispose to 
tuberculosis in childhood. Why some 
children in the same family with appar- 
ently the same exposure as others should 
fail to develop the disease, while older 
and younger children do, cannot be en- 
tirely explained, but the fact of intimate, 
prolonged exposure, leading to disease 
in childhood, is not questioned nowa- 
days. In adult life, a history of exposure 
apparently does not have the same sig- 
nificance. 

In former years, great stress was laid 
upon underweight as of significance in 
diagnosis. More recently, Chadwick was 
able to show but little difference in 
weight in the tuberculous and non-tuber- 
culous children until the children were 
25 per cent underweight. In adults, 
weight is no sure measure of the pres- 
ence or absence of tuberculosis. Usually, 
howeyer, a slight loss of weight is noted. 


PRINCIPAL SYMPTOMS WHICH 1500 
TUBERCULOUS PATIENTS RE- 
PORTED TO PHYSICIANS 


1 
3 
4 LA... 
5 


1—1309 patients complained of cough. 
2—1115 patients reported loss of weight. 
3—1114 patients expectorated freely. 


4—1095 patients reported loss of appetite or indi- 
gestion. 


5—1069 patients reported loss of strength. 
6— 944 patients complained of fatigue. 


From special study—National Tuberculosis 
Association. 


HISTORY MAY BE NEGATIVE 

Pulmonary tuberculosis is a many- 
phased disease. It may exist, usually in 
more limited areas but occasionally in 
extensive areas, without any symptoms 
at the time or immediately preceding its 
discovery. Cough and expectoration may 
never have been present if the patient 
ean be taken at his word. Cavities even 
may exist without cough or expectora- 
tion, and the patient may die without 
ever having had hemoptysis or pleurisy 
with effusion. The disease may progress 
without exacerbation of symptoms or 
even without symptoms for a while, and 
in spite of a progressive gain in weight. 
The history of the patient cannot, there- 
fore, be an infallible guide in diagnosis 
or treatment, and wherever it is feasible, 
other measures of diagnosis should al- 
ways be utilized. Particularly should the 
sputum be examined microscopically and 
roentgenographs be taken of the chest. 


Modern Diagnosis 

In a brief summary of modern diag- 
nosis, James B. Herrick, Chicago (J.A. 
M.A., Feb. 16, 1929), says: The thought 
centers about the general practitioner. 
He is able to diagnose the majority of 
commoner ailments as well as a large 
proportion of typically frank, rarer, se- 
rious examples of well known disease. 
Often, however, in order to tell what is 
the matter in a complicated or obscure 
case he must appeal for help to the clin- 
ical or laboratory specialists, who may 
work singly or in groups. In doing this 
he should realize that the specialist may 
be narrow minded, the technician incom- 
petent to interpret in terms of bedsire 
disease. The group diagnosis may be 
lacking in information as to the essential 
detail, which may be lost in the blur of a 
characterless composite picture. The 
physician should not stubbornly refuse 
to accept the new nor should he be ear- 
ried away by its supposed scientific ac- 
curacy. He should learn to employ the 
laboratory and instruments as impor- 
tant or, at times, indispensable aids to 
the older methods of history taking, 
physical examination and personal con- 
tact. In order rightly to judge of the 
need and value of special examination in 
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a given case, he should have had under- 
graduate training in more than the so- 
called essentials of medicine. In one or 
two branches his studies should have 
been of an intensive, concentrated char- 
acter that enables him to understand his 
own limitations and those of others. This 
will make him a master in some one 
branch, with a self-respect that comes 
from the consciousness of power, will 
give zest to his work, will arouse in him 
the desire to continue such study into his 
life of practice and even to do investi- 
gative work of his own. It will make him 
a contented, forceful, progressive prac- 
titioner who can trust himself and there- 
fore be trusted by others in that most 
important function of the physician, the 
telling of what is the matter with those 
who are ill. 
Comparison of Luekoplakia, Malakop- 
lakia, and Incrusted Cystitis 

Two cases of incrusted cystitis, two 
eases of leukoplakia of the bladder and 
one case of vesical malakoplakia are re- 
ported by Francis H. Redewill, San 
Francisco (J.A.M.A., Feb. 16, 1929). To 
warrant a diagnosis of malakoplakia, a 
portion of the plaques removed should 
show macrophage cells and Michaelis- 
Gutmann bodies. Cases of malakoplakia 
are rare, only forty-four cases having 
been reported in the literature to date. 
Kighty-eight cases of leukoplakia have 
been reported, whereas incrusted cystitis 
is of rather common occurrence. These 
three infestations of the urinary bladder 
resemble one another in that calcium 
salts are deposited and there is a ten- 
dency to epidermization. The pushing of 
all the vitamins in the diet, and the in- 
jecting of parathyroid were found to aid 
materially in the treatment of all three 
of these conditions. Valuable adjuncts 
in the treatment are the Player method 
of cauterizing, diathermy and ecto-anti- 
gen injections. Malignant changes in the 
vesical plaques and blocking of the ure- 
ters are grave complications. However, 
if the lesions have not advanced to the 
malignant stage, even involvement of the 
kidneys and ureters—provided the ure- 
ters are patent—need not necessarily 
portend a bad prognosis, if parathyroid 


and vitamins are administered early with 
routine treatment. When parathyroid is 
administered, accurate determinations of 
the serum calcium should be made to 
avoid overdosage; i. e., symptoms of 
hypercalcemia. 

The Child With Potential Heart Disease 

C. G. Kerley, New York (J.A.M.A., 
Feb. 16, 1929), stresses the fact that 
there is a type of child that is particu- 
larly susceptible to the infecting agencies 
that cause heart disease. Such a child 
possesses what is termed a favorable soil 
and may be recognized and belongs to 
one of three groups: Those who have or 
who have had rheumatie fever; those 
who have or who have had chorea; those 
who complain repeatedly of pain in the 
extremities which may not be accounted 
for by trauma or disease. A particularly 
susceptible child may be classified as be- 
longing to the three groups. Heart dis- 
ease in children so afflicted may be pre- 
vented in many by the eradication of 
diseased foci, first with a persistent an 
later with an interrupted use of salicylic 
acid alone or combined with an alkali. 
When physicians appreciate the dormant 
possibilities behind the ‘‘growing 
pains,’’ heart disease will be appreciably 
lessened. 


Prenatal Prevention of Potential Hem- 
orrhagic Disease of New-born 

A biochemical study made by I. New- 
ton Kugelmass and John E. Tritsch, New 
York (J.A.M.A., Feb. 16, 1929), of the 
clotting components of the blood from 
the second month of pregnancy to term 
in a woman who had given birth to five 
infants, three of whom, and possibly a 
fourth, had had true melena neonatorum, 
showed prothrombin deficiency analo- 
gous to that observed in true melena 
neonatorum. Nutritional therapy of the 
mother throughout pregnancy developed 
and maintained a normal maternal blood 
before birth. The fifth pregnancy termi- 
nated in the birth of a normal nonbleed- 
ing infant. This case is suggestive of the 
possible value of prenatal treatment in 
bringing about the psychiologic perfec- 
tion of the new-born. 
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Accurate digitalis dosage by mouth 


DIGITAN TABLETS 


CONVENIENT STANDARDIZED DEPENDABLE 


Sample sent upon request 


MERCK & CO. Inc. Rahway, N. J. 


Grandview Sanitarium 


KANSAS CITY, KANSAS (26th St. and Ridge Ave.) 


A High Grade Sanitarium and Hospital of 
superior accommodations for the care of: 


Nervous Diseases 
Mild Psychoses 
The Drug Habit 
and Inebriety. 


Situated on a 20 acre tract adjoining City 
Park of 100 acres. Room with private 
bath can be provided. 


The City Park line of the Metropolitan 


Railway passes within one block of the 
Sanitarium. Management strictly ethical. 


Telephone: Drexel 0019 


SEND FOR BOOKLET 


E. F. DeVILBISS, M.D., Supt. 


OFFICE, 917 RIALTO BLDG., KANSAS CITY, MO. 
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Acute Glandular Fever of Pfeiffer 

In an epidemic of the acute glandular 
fever of Pfeiffer reported on by Clara 
M. Davis, Chicago (J.A.M.A., April 27, 
1929), all the infants and one nurse- 
maid in a small nursery were affected. 
There was wide variation in the severity 
of the cases, but all conformed closely 
to the description of Pfeiffer. Lympho- 
eytosis appeared early in the incubation 
period. Relapses occurred in the usual 
large percentage of cases. Suppurative 
complications occurred only in infants 
with mixed infections. Recovery within 
four weeks, with a return of the glands 
to their preepidemie size and condition, 
was the rule. 

Excretion of Lead 

The studies described by Robert A. 
Kehoe and Frederick Thamann, Cincin- 
nati (J.A.M.A., April 27, 1929), have 
demonstrated that lead is being excreted 
in both the urine and the feces of normal 
persons, quite apart from industrial ex- 
posure to lead compounds. They show, 
further, that persons whose occupations 
involve some degree of contact with lead 
excrete somewhat larger quantities of 
lead as a general rule, while those for 
whom exposure to lead compounds con- 
stitute a recognizable industrial hazard 
excrete still larger amounts. They select- 
ed: (a) Subjects with no occupational ex- 
posure to lead: Seventy-one medical stu- 
dents provided tlfe subjects of this type. 
(b) Subjects with slight occupational ex- 
posure to lead: Seventy-two filling sta- 
tion handlers of commercial gasolines not 
containing lead (tetra-ethyl lead) were 
studied. (c) Subjects with a present ex- 
posure to recognized lead hazards: 
Ninety-seven subjects representing all the 
various degrees of dust exposure in two 
hazardous lead industries furnished the 
data for this portion of the study. A de- 
tailed and chronological history was ob- 
tained on each subject. (A careful physi- 
cal examination, urinalysis and blood ex- 
amination were made, but these data are 
not considered in the discussion.) Not 
less than 2 liters of urine, and not less 
than a single large evacuation was re- 
quested of each subject. In analyzing the 
feces and urine they used certain modi- 
fications of the Fairhall method employed 


by them in 1926. They conclude that the 

appearance of lead in both the urine and 

the feces of students shows that some de- 
gree of lead absorption is ‘‘normal’’ for 
everybody. 

WANTED-—Salaried Appointments for Class A 
physicians in all branches of the Medical Profes- 
sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections 
enable us to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan, 
Chicago. Established 1896. Member The Chi- 
cago Association of Commerce. 

FOR SALE—One autoclave of standard manufac- 
ture, size 12x30, equipped for heating by elec- 
tric current. This autoclave is good as new, 
having been used less than a dozen times. Suit- 
able for a small hospital. C. E. Shaffer, M.D., 
Moline, Kansas. 

FOR SALE—Tice’s Practice of Medicine complete 
to date. Dues paid to January 1, 1930. $50.00 
f. o. b. Buhler, Kansas. Dr. J. C. Bredehoft. 

FOR SALE—Office table, microscope and instru- 
ments of Dr. D. C. Taylor, deceased. For prices 

or further information write Dr. J. S. Scott, 

Clifton, Kansas. 


WANTED—wWe have several young men and women 
well trained as practical laboratory technicians grad- 
uating from our School of Public Health. Physicians, 
Surgeons, hospitals, clin‘cs and health departments de- 
siring such service can secure it by writing imme- 
diately. Address Dr. L. H. South, Director, Bureau cf 
Bacteriology, Kentucky State Board of Health. 532 
West Main Street, Louisville, Kentucky. : 


So Ground and Polished as to Give 
Clear Vision from Center to 
Margin 

Certificate of identification bearing 
above trade mark accompanies all genuine. 


Wide Angle lenses may be had in any 
style bifocal; also supplied in tints. 


Price list and more information will be 
sent on request. 


Lancaster Optical Company 
1114 Grand Avenue 
KANSAS CITY, MISSOURI 
P. O. Box 1137 
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hen you want heat deep 


within the tissues 


DIATHERMY 

According to the definition submitted 
by the Council on Physical Therapy 
of the American Medical Association, 
“Diathermy is a term apphed to the 
use of a high-frequency current to gen- 
erate heat within some part ofthe body. 
When such acurrent is passed through 
the body at a sufficient voltage and 
amperage, the resistance offered by the 
tissues intervening between the elec- 
trodes causes heat to be generated in 
such tissues.” 


VW a deep-seated condition exists, indicating the 
use of heat as a therapeutic measure, it seems a waste 
of time to employ a hot water bottle or electric heating pad, 
when an efficient high-frequency apparatus will produce the 
desired heat, deep within thetissues,so quickly and thoroughly. 
No other means is so conveniently available with which 
to introduce, artificially, heat to any internal part of the body. 


With the Victor Vario-Frequency Diathermy apparatus you 
obtain a quality of current that has the maximum therapeutic 
effect, and which at the same time is comfortable and within 
the tolerance of the individual patient. This is because the 
design of the machine provides a selective range of both volt- 
age and frequency, so that a combination of these two factors 
may be selected as best suited to the treatment in hand. 


PHYSICAL THERAPY DEPARTMENT 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube peru Physical Therapy Apparatus, Llectro- 
and complete line of X-Ray Apparatus cardiographs, and other Specialties 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Ill.,U.S.A. 


A GENERAL ELECTRIC ORGANIZATION 


Kansas City, Mo.—208 Y. W. C. A. Bldg. 
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Alpine Sun Lamp 


Home Model for Patients 


Hanovia Mercury Quartz Burners 
Model 300, D. C. 


Model No. 302 for A. C. 
Current—$150. 


PHYSICIANS SUPPLY COMPANY 


1007 Grand Avenue Kansas City, Mo. 


Enjoy 
Refraction 


There is nothing quite as capable of making refraction 
a sheer joy as the ability to examine the patient and to 
write the prescription without a tiresome wrangle with 
the trial case. How easy and impressive it is to rapidly 
diagnose the error with a retinoscope and then prove up 
with a few swift changes of lenses, while the patient 
looks at the chart. . . . How irritating and utterly 
lacking in the appearance of professional skill is the long 
drawn out “this or that’? encounter with the trial lenses! 
Refraction with the Refractascope is indeed a pleasure, 
for it has simplified retinoscopy, and has, at the same 
time, made it far more precise. . . . . With each amy 
Refractascope, we give a course of lessons by the inventor of the instrument. This is not 
available with any other streak light retinoscope. 


WELL TRAIL TO 


and 


EXHIBIT 


Riggs Optical Company 
— Salina, Kansas 


Pittsburg, Kansas Lincoln, Nebraska Denver, Colorado 
Kansas City, Missouri 
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REPRINTS 


Reprints of original articles will be furnished 
the authors at the following rates, if the order for 
same is received within fifteen days after the 
Journal is mailed. These prices are based on the 
number of pages of the Journal the article occu- 

ies: 

. Three pages or less, first 100, $9.00; additional 
100’s, $2.50. Four pages, $12.00; add. 100’s, 
$3.00. Five pages, $15.00; add. 100’s, $4.00. Six 
pages, $18.00; add. 100’s, $5.00. Seven pages, 
$21.00; add. 100’s, $6.00. Eight pages, $24.00 
add. 100’s, $7.00. 

If orders are received after the forms are de- 
stroyed an additional charge will be made to cover 
the cost of resetting the type. 

These reprints are standard form, with cover, 
each page of the Journal making 3 pages of re- 
print. 


Starch-free Diabetic Foods that are ap- 
petizing are easily made in the patient’s 
home from Listers Flour. It is self-rising. 
Ask for nearest depot or order direct. 


LISTER BROS. Inc., 41 East 42nd St., NEW YORK 


Villow. 
of (aternily, Sanitariuire 


ESTABLISHED 1905 


A privately operated seclusion maternity home 


and hospital for unfortunate young women. 
Patients accepted any time during gestation. 
Adoption of babies when arranged for. Prices reasonable. 


Write for 90-Page Illustrated Booklet 


Announcement 


Of Special Interest to Physicians or Students 
THE NEW SCHILLING METHOD OF BLOOD DIAGNOSIS 


The Director, Dr. R. B. H. Gradwohl, has recently returned from abroad where he went for 
the specific purpose of learning from Prof. Schilling of Berlin, the complete details of the Schil- 
ling Method of Blood Diagnosis. Dr. Gradwohl is engaged in making a translation of Prof. 
Schilling’s Text Book on Blood, from German into English, which gave him an unusual oppor- 
tunity for close contact with Prof. Schilling and a complete and thorough understanding of this 
new method of Blood Diagnosis. Prof. Schilling’s work has caused a sensation among the medi- 
cal cc, of Europe and we believe it is destined to completely revolutionize all previous 
methods. 

A Special Course—Schilling’s Method of Blood Diagnosis—has been added to our curriculum 
—of interest to physicians and students alike. 


SPECIAL CLASSES FOR PHYSICIANS 


This work is now taught in its entirety at our school and as far as we know at this time there 

. is no other school, Medical School or University, in America giving such a course on this subject. 

Students of this school are therefore fortunate to be in a position to learn this latest and most 
valuable method of Hematology. 

For information regarding classes and tuition address—The Director, Dr. R. B. H. Gradwohl. 


GRADUATE SCHOOL OF LABORATORY TECHNIQUE 
3514 LUCAS AVENUE ST. LOUIS 
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UNIVERSAL’ GLOLITE 


Perfected, 


Penetration 


It Makes a Di iference Who 
Builds the Infra-Reds You Buy! 


Be sure to compare Glolites 
before you buy. They are 
made in several styles 
ranging in price From 


better than di 
for treatment within three 
inches of the su face. 


MANUFACTURED BY 


PAUL E. JOHNSON, Inc. 


Chicago, U.S. A. 
Write Us Or Any Gutharized Dealer: 


Combined 
HERNIA, PTOSIS 
and SACRO-ILIAC 

Support for Men 


The Camp Patented Adjustment 
in back, as shown below, scien- 
tifically governs the firmness, and 
the pads are placed and fastened 
permanently at thecorrect places. 
Fitted leg straps anchor it to per- 
fect body position. Variable to 
any tightness or pressure as re- 
quired with maximum comfort. 
Sold by surgical houses and the 
better department stores. 


Write for our Physicians’ Manual 
0} 
CAMP SUPPORTS 
S.H. Camp & Company 
Jackson, Michigan 


330 Fifth Avenue 
NEW YORK 


“a 


(An Antiseptic Liquid) 


Exccessive Aumpit Peropination 


“Physician’s samples 
sent without cost 


or obligation. 


THE NONSPI COMPANY 
2652 WALNUT STREET Send free NONSPI 
KANSAS CITY, MISSOURI samples to: 


As a General Antiseptic 
in place of 


TINCTURE OF IODINE 
TRY 


Mercurochrome-220 


Soluble 


(Dibrom-oxymercuri-fluorescein) 
2% Solution 


It stains, it penetrates, and it furnishes a 
deposit of the germicidal agent in the de- 
sired field. 


It does not burn, irritate or injure tissue in 
any way. 
Hynson, Westcott 


& Dunning 
BALTIMORE, MD. 


r 
Deeper 
y LAMPS 
2 
| Gioltes are ROUND inf 
| and were offered to the Prof 
| facturers have | } 
| 
aa } round generator § The Lamp is efficient—beautiful in design— { 
Sturdy in construction makes a mosi { 
impressive appearance in any doctor's office. | 
5 
Ors) 1824-30 SOUTH ALBERT STREET 
59 E. Madison St. 
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50 DELICIOUS 


WAYS TO USE 


KNOX SPARKLING GELATINE 
IN THE DIABETIC DIET 


THE recipes contained in the booklet, “Diet 
in the Treatment of Diabetes,” make avail- 
able a delightful variety of food combina- 
tions for the diabetic diet. Because of its 
recognized purity, and the fact that it is 
unbleached, unflavored, and free from 
sugar, Knox Sparkling Gelatine will be 
found especially valuable in bringing va- 
riety, palatability and nourishment to the 
prescribed diet. 


The first part of the booklet carries a 
reprint of an article from Modern Hospital 
written by Lulu G. Graves, which discusses 
the new ideas in diabetic diets. As Miss 
Graves is Honorary President of the Amer- 
ican Dietetic Association, and has specialized 
in diabetic diets, and has collaborated with 
leading diabetic authorities, she is well 
equipped to write advisedly on this all- 
important subject. 

Knox Sparkling Gelatine blends per- 
fectly with the foods commonly used in the 
diabetic diet, and the increased bu'k helps 
satisfy the constant hunger of the diabctic 
patient. As each ounce of Knox Spark'ing 
Gelatine contains about 120 calories, the 
doctors can circulate food formulas exzctly. 
Necessary proteins are added to the diet. 
Indeed, experiments show that when gela- 
tine is given to humans as the sole source of 


d. 
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QUALITY WITH 
ECONOMY 


Knox SparKLING GELATINE is the 
highest quality for health. It is a pro- 
tein in its purest form, particularly 
suitable where carbohydrates and acids 
must be avoided. When you purchase 
Knox Gelatine you not only get qual- 
ity but economy, for each package 
makes four different desserts or sal- 
ads of six generous servings each. 


protein, the waste of body proteins often is 
reduced by as much as 63.7 per cent (Lusk). 


Additional dietetic booklets 
available 


Listed below are other free booklets which 
are filled with tempting recipes for using 
Knox Sparkling Gelatine in the liquid 
and soft diet of invalids and convalescents, 
as well 2s the diet for anemia. A further 
booklet contains a wealth of data on gela- 
tinated milk as used in child feeding. Check 
those you wish and mail us the coupon. 


> 


KNOX GELATINE LABCRATORIES, 423 Knox Avenue, Johnstown, N. Y. 


Please send me, without obligation or expense, the booklets which I have 
“oe marked. Also register my name for future reports on clinical gelatine tests as 
bi they are issued. 
C) Diet in the Treatment of Diabetes 
Reducing Diet 
(] Varying the Monotony of Liquid and Soft Diets 
(Recipes for Anemia 
() Value of Edible Gelatine in Infant and Child Feeding 
Name Address 
City State 
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See with greater 
comfort and clarity 
through Tillyer Lenses. 


A PHILADELPHIA dispenser who 


fits 80% Tillyer Lenses (by the advice and consent of several leading 
Philadelphia oculists) became a Tillyer enthusiast by way of his own 
eyes. Furthermore, several of his valued patients tried Tillyer Lenses, 
and proved the difference. Wearers actually experience more comfort- 
able vision with them, and you can readily understand why this is true. 
The more precisely your prescription is filled, the better your vision. 
Tillyer Lenses are new, and they are better—you and your patients 
should change to Tillyer Lenses. 


AMERICAN OPTICAL COMPANY 
TILLYER LENSES 


Accurate to the very edge 
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4911 East 27th Street, KANSAS CITY, MO 


Fairmount 
Maternity Hospital 


A strictly private hospital for young 
women before and during confine- 
ment, where publicity is avoided and 
infants are adopted if desired. 


Full Information on 
Request 


When a 


patient susceptible to 
attacks of Hay Fever 


Appeals to you for relief, 
protect him from recurrences be- 
fore the onset. 


POLLEN ANTIGEN, 
the product introduced by the 
Lederle Antitoxin Laboratories 
in 1914, makes it possible to re- 
lieve and often to prevent seasonal 
attacks. Ever since its introduc- 
tion, Pollen Antigen has, through 
merit, steadily grownin favor with 
physicians. 


Literature on request 


LEDERLE ANTITOXIN LABORATORIES 


New York 


WHEN ON THE ROAD 
TO RECOVERY 


CONVALESCENCE gomands 


the utmost 
in recuperative power ... That is 
why Horlick’s the Original Malted 
Milk is used with such universally 
good results when the patient is 
on the road to recovery. 


it supplies nutrients most needed 
for the rebuilding of health and 
strength. By the exclusive Horlick 
process, these food elements are 
rendered easily and quickly assimi- 
lable. For samples, address — 
HORLICK — Racine, Wis. 


THE ORIGINAL MALTED MILK 


HORLICK’S 
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‘KANSAS MEDICAL SOCIETY 


CHARTERED BY THE TERRITORIAL LEGISLATURE OF KANSAS, FEBRUARY 19, 18590 
2 President—L. F. BARNEY, M.D., Kansas City, Kan. 
Secretary—J. F. HASSIG, M.D., Kansas City Treasurer—GEO. M. GRAY, M.D., Kansas City 


Defense Board—O. P. Davis, M.D., Chsirman; W. F. Fee, M.D., Meade; C. S. Kenney, M.D., Norton. 

Executive Committee of Council—L. F, Barney, M.D., Chairman, Kansas City, Kan.; J. F. Hassig, M.D., Kansas City; 
George M. Gray, M.D., Kansas City; O. P. Davis, M.D., Topeka. 

Committee on Public Health and Education—Earle G. Brown, M.D., Topeka; J. T. Axtell, M.D., Newton; W. E. Haskins, 

Kingman; G. I. Thacher, M.D., Waterville; J. E. Wolfe, M.D., PWichita; L. B. Gloyne, M.D., Kansas City. 

Committee on Public Policy and Legislation—W. S. Lindsay, M.D., Topeka: C. S. Huffman, M.D., Columbus ; K. A. Men- 
ninger, M.D., Topeka; L. F. Barney, M.D., Pres., Kansas City: J. F. Hassig, M.D., Sec’y, Kansas City. 

Committee on School of Medicine—Alfred O'Donnell, M.D., Ellsworth; L. G. Allen, M. D.. Kansas City; J. T. Scott, M.D., 
St. John; H. J. Duval, M.D., Trump, M.D., Ottawa. 

Committee on Medical History—W. E . MeVey, M.D., Chairman, Topeka; W. S. Lindsay, M.D., Topeka; O, D. Walker, M.D., 
Salina. 

— on Hospital Survey—Geo. M. Gray, M.D., Kansas City; D. W. Basham, M.D., Wichita; W. M. Mills, M.D., 
‘opeka. 

Committee on Scientific Work—J. F. Hassig, M.D., Kansas City; L. S. Nelson, M.D., Salina; H. T. Jones, M.D., Lawrence. 

a 4 on Necrology—E. E. Liggett, M.D., Chairman, Oswego; J. F. Hassig, M.D., Kansas City; W. E. McVey, M.D. 
Topeka. 

Members of Component County Societies are members of the Kansas Medical Society. Physicians residing in eounties 

where no County Society exists may join the society of an adjoining county. Physicians residing where no County 8o- 

ciety exists, who are members of a district or other independent society approved by the Council, may be admitted to 


membership. 


ANNUAL DUES $5.00, due on or before February 1st of each year. 


Des should be paid to the Secretary of the Component County Society, or, if not a member of a County Society, to the 
Secretary of the Kansas Medical Society. 


OFFICERS FOR 1929 


COUNTY PRESIDENT SECRETARY MEETINGS HELD 
Anderson. ......|Johnson, W. K., Garnett........ Milligan, J. A., Garnett......... 2nd Wednesday 
Atchison....... Dingess, M. T., Atchison........ Horner, T. E., Atchison......... lst Wed. ex. July and August 
B. S. Pennington, Hoisington....|L. R. McGill, Hoisington........|1st Tuesday, Jan., Apr., June, Oct. 
Bourbon........ W. S. Gooch, Fort Scott......... R. Y. Strohm, Fort Scott........ 2nd Monday 
J. Austin, Hiawatha.......... Edw. K. Lawrence, Hiawatha. ... {2nd Friday 
Ra W. E. Janes, Eureka........... J. M. Devereaux, El Dorado...... 2nd Friday 
Central Kansas. .}O. A. Hennerich, Hays........ F. K. Meade, Hays, Kan.........- Dec., March, June, Sept. 
Cherokee R. C. Lowdermilk, Galena....... | W. H. Iliff, Baxter Springs...... 2nd Monday 
Cloud..... .| Andrew Struble, Glasco. .-|R. E. Weaver, Concordia..... ..-|Last Thursday 
Coffey .|H. T. Salisbury, Burlington. . ..|A. B. MeConnell, Burlington. .... 

Cowley .-|Wentworth, J. L., Arkansas Cy. .| Beatson, L. M., Arkansas City... | 1st Tues. ex. July, Aug., Sept. 
Crawford....... Kiehl, O. B., Pittsburg. | Rush, F. cas 3rd Thursday 
Decatur-Norton. |Cole, C. W., "Norton. Stephenson, Walter, Norton. ..../|Called 
Dickinson...... Conklin, Abilene. . D. Peterson, Herington.... 
Doniphan. aa W. M. Boone, Highland... -|1st Tues. Jan., Apr., July, Oct. 
Douglas A. J. Anderson, Lawrence....... R. B. Hutchinson, Lawrence. - | ist Thursday 
.|Hutchison, Elk Falls.... . ..| DePew, F. L., Howard. -|Called 
Finney. .|C. Rewerts, Garden City ous. We Miner, Garden City. ‘ 
..|C. E. Bandy. Bucklin... .| W. F. Pine, Dodge City. . |Last Wednesday 
Franklin. -.|Wm. J. Scott, Ottawa.... ; Davis, G. W., Ottawa. . F 
C. E. Ressler, Anthony..... . .|A. E. Walker, Anthony 48rd Wed., Mar., June, Sept., Dec. 
ee eee Norris, H. H., Whitewater. . .-|Martin, M. C., Newton. -|1st Monday 
Jackson........|M.S. McGrew, Holton..... ..|C. A. Wyatt, Holton..... -++| 1st Wed., Jan., Apr., July, Oct. 
Serre J. E. Hawley, Burr Oak........./C. W. Inge, Formosa........ een 
Johnson........ Jones, C. W., Olathe. .......e208 Bronson, D. E., Olathe.......... Second Monday 
Kingman....... R. W. Springer, Kingman....... H. E. Haskins, Kingman........ 
ee Labette........ Stevenson, O. E., Oswego........ Naramore, J. T., Parsons........ 2nd Thursday ex. summer months 
Leavenworth... ./G. R. Combs, Leavenworth....... 4th Wednesday 
Lincoln......... M. Newlon, Lincoln...........- lst Monday 
D. E. Green, Pleasanton......... H. L. Clarke, LaCygne........ --|2nd Thursday 
BMA: 6060s -..-4C. L. Patton, Emporia.......... M. A. Finley, Emporia.......... lst Tuesday 
Marion.........|A. E. Eitzen, Hillsboro.......... E. H. Johnson, Peabody......... lst Tuesday 
Marshall....... R. L., Marysville. ....J]Haerle, Henry, Marysville....... 2nd Wednesday 
Lowe, 0. Fowler, J. F., Osawatomie....... Second Tuesday 
Mitchell........ Madtson, Martha, 
Montgomery... .|White, M. L., Coffeyville........ Pinkston, J. A., 
McPherson..... L. T. Quantius, McPherson...... Clinton R. Lytle, McPherson. ‘lena Wednesday 
Sa D. H. Fitzgerald, Kelly......... Murdock, S., Sabetha..... NAPS 
Neosho....... ..|S. G. Ashley, Chanute.......... J. A. Butin, Chanute............ Last Thursday every other month 
sees J. E. Henshall, Osborne. ......../S. J. Schwaup, Osborne........-|Second Monday 
L. M. Hinshaw, Bennington. ....|C. M. Vermillion, Minneapolis... . 
W. F. Bernstorf, Pratt........ | 2nd Tuesday 
B. L. Greever, Hutchinson....... C. A. Boyd, Hutchinson..... ++ ++! 1st Monday 
ry L. O. Nordstrom, Belleville. .....| H. D. Thomas, Belleville..,.....| 4th Friday 
...|Trueheart, M., Sterling......... Little, J. M., Sterling. ....2... 2nd Thursday in November 
rs Schoonhoven, R. G., Manhattan. Bag J.D., Jr., Manhattan....... First Monday 
J. E. Attwood, La Crosse........|L. L. Dyche, Utica.............|First Monday 
Seitz, G. W., Salina............./Dillingham, W. R., Salina........ 
E. D. Carter, Wichita...........|)Frances H. Schiltz, Wichita. .....}2nd Thursday 
Brown, Earle G., Topeka..... 1st and 8rd Tuesday 
....|D. W. Relihan, Smith Center... .. V. E. Watts, Smith Center. ....../1st Monday 
We . J.T. Seott, St. John. . Second Thursday 
CF. 1.2... J. A. Burnett, Caldwell.......... I. H. Dillon, Wellington......... 2nd Wednesday 
ened W. M. Earnest, Washington..... Last Thursday every quarter 
++eeeeee-|B. P, Smith, Neodesha......... E. C. Duncan, Fredonia......... 
S.N. Murphy, Yates Center..... .|Geo. R. Lee, Yates Center.......|2nd Monday 


....-.JAsbell, E. L., Kansas City....... Lucas, R. T., Kansas City........ Every 2nd Tues. ex. summer menths 


the 
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THE 
Lattimore Laboratories 


J. L. LATTIMORE, A. B., M. D., Director 


ROUTINE ANALYSES, SEROLOGY, 
BACTERIOLOGY, PATHOLOGY, PARASITOLOGY 
BLOOD CHEMISTRY 
COMMERCIAL CHEMISTRY 


Solutions of Any Kind Made From Your Specifications. 
Intravenous Solutions, Glucose, Mercurochrome, Etc. 


Containers furnished upon request. Wire report if desired. 
A. C.. KEITH, Chemist-Toxicologist 


Topeka, Kansas El Dorado, Kansas Sedalia, Mo. McAlester, Okla. 
J. L. Lattimore J.C. McComas R. C. Carrel W. J. Dell 


ZIMMER X-RAY SPLINTS 


ZIMMER SPECIAL COLLES SPLINT HAND 


Fcr either right or left arm . For either right or left arm 


KANSAS 
ST.LOUIS TULSA 
OKLAHOMA CITY PEORIA, ILL. 
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POND’S ADJUSTABLE ELBOW SPLINT 4 : 
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Mellin’s Food—A Milk Modifier 


An Important Factor in Infant Feeding 


Now, as always, 
the attenuation of the casein curd of cow’s milk is the most important single 


factor in directing the preparation of an infant’s diet. 

Now, as always, 
Mellin’s Food meets this situation to the satisfaction of the physician and to 
the comfort of the baby, for by the use of 

Mellin’s Food 
as a modifier of milk for infant feeding the casein curd is made soft, flocculent 
and sponge-like, easily permeated by the fluids of the stomach and incapalle 
of forming tough, tenacious masses. 

This is why 
constipation and other nutritional disturbances due to casein curds are so rare 
when Mellin’s Food is used as the milk modifier. 


Mellin’s Food Company, Boston, Mass. 


POST-GRADUATE R ONWIN G 


INSTRUCTION 
FRAMES 


Intensive two weeks’ courses in the follow- 
ing specialties: 
ORTHOPEDICS & X-RAY styled by Shur-on 


April 8 to 20, 1929 with 
MEDICINE & NEUROLOGY 
Pearltex* 
April 22 to May 4,1929 earltex Pads 
PEDIATRICS, GYNECOLOGY & and 
OBSTETRICS 
May 6 to 18, 1929 Twintex** Ends 
All courses will be given by clinicians of 
recognized ability in their field. Barnett & Ramel Opt. Co. 
A nominal registration fee will be charged. + 
For complete information address 928 Main St. 212 Ozark Bldg. 
Box 1102 
ST. LOUIS CLINICS KANSAS CITY, MO. 


3839 Lindell Blvd. St. Louis, Mo. 
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THE MAYFLOWER COMPACT. 16290 


“,. covenant and combine our selves into a civili body 
politick, for our better ordering and preservation... .” 


“@he 
Medical Protective Contract 


is a covenant for better preservation of reputation, practice, 
property, income, all that you have acquired, all that you 
may ever hope to possess, against the exaggerated claims 


S= 


S 


(Mey 


/| 


GI of unreasonable patients, the deceptive wiles of unprin- | Se 
Ze cipled damage suit lawyers, the passion and prejudice of Y 
ath unreasoning juries, the easy m@ney craze of a jazz mad Z I 
Z age .... professional protection that is unmatched in A 
N coverage and unparalleled in service.... 3 K— 
~ specialized service exclusively. i ix 
Z| y) = 
© 
Covenants are to be understood according to | AS 
the plain meaning of the words, and not 
according to any secret reservation. 
Ss Stillingfleet, Sermons, II. v. i AY 
@he Medical Protective Company 
of Fort Wayne, Ind. #| 


35 East Wacker Drive : : Chicago, Illinois 


= MZDICAL PROTECTIVE CO. 
x/ i 35 East Wacker Drive 


| Ny Kindly send details on your plan of 
Cc pl Denf. Fy P. 


"am 2. 
Address. 
City. 
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IPRAL 


{calcium ethylisopropylbarbiturate} 


UIBB 


An Effective Hypnotic 


Small Dosage 
No Bad After-Effects 


Ipral Squibb Approximates the “Ideal Hypnotic” 
as described by Jackson and Lurie* 


‘The ideal hypnotic should posess a rapid 
action. The dosage should be small with 
a wide latitude between therapeutic and 
lethal doses. It should be free from 
immunizing effect, should not color the 


urine—an indication of destruction of 


red blood corpuscles—and it should be 


free from depressing action upon the 
heart. Finally, it should not cause the 
patient to have a feeling of ‘dopiness’ 
or drowsiness upon awakening. More- 
over, its action should be selective, only 
the highest cerebral cells being affected 
by even large doses.” 


«Journal of Laboratory and Clinical Medicine, 11:116. 


E-R: SQuIBB & SONS, NEW YORK 


MANUFACTURING wate TO THE MEDICAL PROFESSION SINCE 1858. 


« ‘ 


